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RYOTOL is lethal to Ps. pyocyanea, Staphylococcus 
aureus, Proteus vulgaris and Streptococcus pyogenes 

found in CS.0.M. and Otitis Extorna. 

The presence of Ps. pyocyanea has been demonstrated 

in 90% of cases of chronically discharging ears. This 
m-negative, highly resistant organism is unaffected 
penicillin, sulphonamides and many other bacteri- 

cides. It produces abundant pus and is therefore 

extremely troublesome. 

RYOTOL Ear Drops are the outcome of clinical work 

on humans, following outstanding results obtained in 

the veterinary field. 


Formula 
ether of ethylene 
mercuric Nitrate oe ee 
in @ stabilised non-irritant base. 


Samples and literature UBD forwarded on request 
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INDEX 
OF NEW 
PRODUCTS 


An Information Service giving details, on 
standard-sized cards, of composition, indica- 
tions, contra-indications, dose, references to 
the literature, packing and price, and maker of 
new pharmaceutical preparations. 
Subscriptions can now be taken out for 1958. 


Full particulars from the publishers . 


THE PHARMACEUTICAL JOURNAL 
33, Bedford Place, London, W.C.1 


NAPT PUBLICATION 
BCG AND VOLE VACCINATION 


new revised edition 
K. NEVILLE IRVINE, ma, pm, macs, Lacp. 
Adviser in BCG Vaccination t the Oxford Regional Hospital 
Board 


The form of this handbook has ined unchanged, but 
over two hundred alterations have been made in the text to 
bring it up to date. New sections on the treatment both of 
the normal vaccination reaction and of complications have 
been added for the benefit of the general practitioner. 
Clothbound 15s. 
102 pages, 10 coloured plates, comprehensive index 


NAPT., Tavistock House North, W.C.1 


CLINICAL PATHOLOGY IN 
GENERAL PRACTICE 


321 pages. Price 21s. (hy post-—ialanil and overseas, 22s. 3d.) 
This handbook on clinica! pathology meets the needs of the 

general practitioner, the houseman, and the senior student. It 

contains thirty-nine articles comprising a series specially written 

for the British Medical Journal. Each atticle has been revised 

and brought up to date by its author. The book gives authoritative 

information on 

@ available laboratory facilities 

@ reliable tests and which to use 

@ techniques for collecting and preserving specimens 

@ interpretation of results and significance of abnormal 


Ohtainable from trooksellers or by post from Publisiiing Manager 
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B.M.A. House, Tavistock Square, London, W-C.1, 
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As a doctor he is constantly reminded of ) 


the risks we all take in life. That is why he has 
just. fixed up a policy with Confederation Life. 
Combining Life, Accident, and Disability cover, 
this unique plan provides protec- 
tion for his young wife and the 
son for whom they have such 
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you details of the benefits, safe- 
guards and costs of Confederation 
Life policies for the young profes- 
sional man? 
After all, accidents will happen. 
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(incorporcted in Canada in 1871 as a Limited Liability Company) 
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@Restoring the normal rhythm 


“*MENSTROGEN " provides 

the safe, simple, effective oral 
treatment of amenorrhoea. To 
establish cyclic menstruation, 
treatment should be repeated 
every four weeks for a few 
months. Failure of the treatment 
necessitates further investigation 
of the cause of the amenor- 
rhoea (e.g. Pregnancy). Available 
in tablet and ampoule form. 


—Menstruation can be expected. Ethinyloestradiol, B.P., 0.01 mg., Ethisterone, B.P., 10 mg. 


ORGANON 


LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Tel. TEMple Bar 678S-6-7, 0251 -2-3, 1942-3. Grams : Menformon, Rand, London 


* TRADEMARK FOR DESERPIDINE, ABBOTT 


Harmony! makes rauwolfia more useful in your everyday 
practice. Two years of clinical evaluation have shown that 
this new alkaloid exhibits significantly fewer and milder 
side effects than reserpine. Yet, Harmony! compares to 
the most potent forms of rauwolfia in effectiveness. 


Most significant: Harmonyl causes less mental and 


physical depression—and far less of the lethargy 
seen with many rauwolfia preparations. 

Patients become more lucid and alert, for 
example, in a study of chronically ill, agitated 
senile cases treated with Harmonyl. And these 
patients were completely free from side effects 
—although a similar group on _ reserpine 
developed such symptoms as anorexia, head- 
ache, bizarre dreams, shakes and nausea. 


Harmony! has also demonstrated its potency 
and relative freedom from side effects in hyper- 
tension. In a study comparing various forms of 
rauwolfia, the investigators reported deserpidine 
“an effective agent in reducing the blood pressure 
of the hypertensive patient both in the mild to 
moderate, as well as the severe form of hyper- 
tension.” They also noted that side reactions 
were “less annoying and somewhat less frequent” 
with this new alkaloid. Other studies confirm 
that few cases of giddiness, vertigo or sense of 
detached existence are seen with Harmony]. 

Harmony! is supplied in 0.25 mg. grooved 


tablets. 


Obtott LABORATORIES LIMITED - LONDON 


ied 
13 © 69) 
Of 
4 Ow) 
The © 3) oe 30 
17 24) 
ont 18 
| 
combines the full effectiveness 
é 


te 


BRITISH MEDICAL JOURNAL 


. « « Of course, the newer tranquillisers expose the 
patient to hazards, both known and unknown. That 
is why conservative sedation should be given a trial, 
particularly in cases of mild emotional stress or where 
the patient is suffering pain originating from psycho- 
somatic causes. Sedumar induces light sedation 
safely through the influence of carbromal and brom- 
valetone, an analgesic effect being provided by the 
presence of phenacetin. The formula for Sedumaz also 
contains aneurine hydrochloride for its beneficial 
effects in conditions of nervous exhaustion and mental 
depression. Furthermore, its calming influence on the 


nervous system helps to induce natural sleep without 
the side effects of ... 


SEDUMAX 


in the treatment of psychosomatic stress 


Each Sedumaz tabiet contains 

Carbrom. B.P.C. 
Bromvaieton. B.P.C. "48 
Phenacet. B.P. 

Aneurin. Hydrochlor. B.P,______ 


CALMIC LIMITED Crewe: Crewe 3251-5 London: 2 Mansfield Street - W1 - Langham 8038-9 
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and SKIN 


the wide-range 
antibiotic ointment 
with minimal 
risk of 
sensitisation 


THIS CHART shows the wide range of gram-positive 
and gram-negative organisms jointly covered by 
neomycin and bacitracin. Combined in Neobacrin, 
both antibiotics in most cases are lethal to the bac- 
teria, not merely inhibitory. 


Gram-Negative Organisms Bacitracin Neomycim 
Aerobacter aerogenes K 
Klebsiella pneumoniae R 
Neisseria gonorrhoeae 8 
Proteus vulgaris 
Pseudomonas aeruginosa k 


Gram-Positive Organisms , Hacitracin 
Clostridium perfringens 
Clostridium sporogenes 
Corynebacterium diphtheriae 
Corynebacterium diphtheroides 
Diplococcus pneumoniae 
Staphylococcus albus 
Staphylococcus aureus 
Streptococcus pyogenes 
Streptococcus viridans 


KEY: S—Sensitive, MS—Moderately sensitive, 
R—Resistant. All sensitivities may be increased by 
the synergistic action of both agents. 


In every way Neobacrin is the antibiotic ointment of 
choice for everyday treatment of common skin and 
eye infections. The most important reason why it is 
so useful is that neither of its component antibiotics 
is likely to cause sensitisation ; a distinct possibility 
with many of the antibiotics that are used systemi- 
cally as well as locally. 


INDICATIONS 
Skin Conditions 
Impetigo 
Sycosis barbae 
Furunculosis 
Secondarily infected wounds, burns, ulcers 
Infectious eczematoid and pyogenic dermatitis 
Superficial Infections of the Eye 
Conjunctivitis 
Blepharitis 
Infected Mefbomian glands or lachrymal sacs 


PRESENTATION 
15 gm. tube 
34 gm. tube (with ophthalmic nozzle) 


Each gram of NEOBACRIN contains 5 mg. neomycin 
sulphate and 500 units zinc bacitracin in bland paraffin 
base. 


Sudsidiary Companies or Agents in mosi countries 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 


bring relief to cases of 


arthritis and rheumatism 


N CASES OF soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more to regard 
Transvasin as an indispensable adjuvant to treatment. 
For Transvasin is composed of the esters of nicotinic, 
} salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed. * 
Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 
It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


®Therapeutische Umschau 
VUI, 1952, 10. 143 


Salicylic acid tetrahydrofurfuryl-ester... 14% 
Nicotinic acid 2% 


Nicotinic acid 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-miscible cream base ad ......... 100% 


Transvasin 1s available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
and is not advertised to the public. Samples and literature will be 
gladly sent on application. 


LLOYD-HAMOL LTD 


11 Waterloo Place, London, S.W.1. Tel. WHItehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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“A report has been published [British Medical journal, 


1957, 15 436 and 439] and the inference to be drawn 
- +.» is that the present B.P. preparations of senna 
are unsatisfactory and that, on the present pharma- 
copoeial position, Senokot may well be regarded 


as the standard form of the drug.” 


The Medical Press, 31st July, 1957 


“In these days of economy in prescribing .. . 
the biologically standardized form of senna 
[Senokot] ... is cheaper by half than paraffin 


... far easier to dispense.” 


British Medical Journal, 11th August, 1956 


Senokot is not advertised to the public, 


Granules : 2 o7, 2/10; 6 oz, 7/9; 2 lb Tax Free D.P. 21/- 
Tablets: §0, 2/5; 200, 7/3; 1000 Tax Free D.P. 16/- has no B.P. or N.F. equivalent, and 1s 
Cost about a halfpenny a dose prescribed under the N.H.S. 


westminster LABORATORIES LTD., CHALCOT ROAD, LONDON N.W.1 
G1054 
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DRINAMYL 


relieves both 


anxiety and 


depression 


Drinamyl restores composure 


Each * Drinamy!" tablet contains 5 mg. Dexedrine’ (dexamphetamine su'phate B.P.C.) and 32 mg. (gr. }) amy ‘obarbitone. 


@) Smith Kline & French Laboratories Ltd Coldharbour Lane, London SES 


‘Drinamyl” is a trade mark 
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“All right Mr. Baxter, shall we continue? ... 


. now that you seem to be getting the idea, just let me reiterate that 
1.Z.S., as you so neatly put it, ‘has something the other insulins 
haven't got.’ In other words, in about 90 per cent. of patients the blood- 
sugar level can be controlled for up to 24 hours with a single injection of 1.Z.S. 
When you compare the various insulins available, you'll find that no other 
form is so universal in its application as 1.Z.S. This is, among other things, 
because 1.Z.S. does not contain any protein-or peptide material other than 
the insulin itself, and is therefore practically free of any allergic reactions. Perhaps 
Mr. Baxter will now give others a chance to raise their questions.” 


1.Z.S. A.B. Vials of 10 c.c. 
dor unis perce. Cngulin 


1.Z.S. (Amorphous) A.B. 7 
Vials of 10c.c. 40 units per c.c. Inc 


1.Z.S. (Crystalline) A.B. Suspension AB. 


Vials of 10c.c. 40 units per c.c. 


TRADE ARK 


Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD © THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON NI 
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Cal 


‘CALCIUM PENICILLIN-V 


proved in performance the 


most efficient oral penicillin 


and now 


* Ready Prepared 
* $table 
* Palatable 


Contains 60 mg. Penicillin V 


(as calcium salt) in scc. Bottles of 60cc. with plastic spoon. 
Basic N.H.S. Price $/6d. 


Also available— 
Tablets of 60 mg. and 120 mg. Penicillin V. 


Detailed literature and sample gladly sent on request 


BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM 
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THIRTY YEARS’ RESEARCH ON THE CONTROL 
OF CHOLERA EPIDEMICS 


BY 
LEONARD ROGERS, K.C.S.L, 


Sir 


In 1908 to 1921 I reported on a curative treatment of 
cholera, based on the great loss of chlorides and alkalis 
from the blood revealed by biochemical estimations. 
These losses were counteracted by intravenous infusions 
of large amounts of hypertonic and alkaline salines, with 
the reduction of the case mortality to one-third to one- 
fourth of the former rate in the same hospital (Rogers, 
1908, 1917, 1921). 

Unfortunately the improved treatment was not prac- 
ticable in the 85% of the population of India who lived 
in villages, with no doctors capable of administering the 
essential intravenous salines. It was not until 1925, after 
my return to England, that I was able to begin prolonged 
epidemiological studies in the hope of finding some 
method of controlling cholera epidemics, which during 
the half-century up to 1939 had been responsible for 
an average annual recorded death rate of 344,000 
(Rogers, 1944) and during the nineteenth century had 
repeatedly spread as a pandemic over south-east Asia 
and Europe (see maps in Cholera and its Treatment, 
1911, Oxford Medical Publications). 


Seasonal Incidence of Cholera in Relation to Rainfall, 
Temperature, and Humidity 

The first step was to tabulate the monthly cholera 
deaths in the eight provinces of India for thirty years 
and to chart the average rates per 100,000 population in 
relation to the average rainfall, temperature, and relative 
and absolute humidities so as to allow the seasonal in- 
cidence to be studied in relation to climatic conditions 
as illustrated by the Indian Atlas of Meteorology. This 
inquiry revealed the closest relationship between the 
monthly readings of the absolute humidity—a measure 
of combined heat and moisture—and the seasonal 
incidence of cholera in all parts of India. 

The outline map (overleaf) shows the provinces 
of India and the endemic areas in the north-east and 
south-east in which cholera is prevalent at all seasons of 
the year, in contrast to the remaining epidemic areas 
in which the disease dies out completely with the fall of 
the absolute humidity to well below the critical minimum 
monthly reading of January of 0.400. In Bihar and 
the eastern part of the United Provinces to the west 
of the Bengal endemic area the disease declines to a 
very low level in January and February, with abso- 
lute humidities very little above the critical point, so 
the regular increase of the disease in this area is a 
recrudescence, with the March rise of that factor well 
above the critical point, and cholera outbreaks fur- 


M.D., F.R.S. 

ther west occur as the absolute humidity rises well 
above the critical point in March, April, and May. 
The seasonal spring rise of cholera in the epidemic areas 
can therefore be foreseen by watching the absolute 
humidities, many illustrations of which will be found in 
my epidemiological papers of 1926 and 1928. More- 
over, my conclusion that cholera does not become widely 
prevalent, or continue so, when the absolute humidity 
falls below the critical point of 0.400 has been confirmed 
in China and elsewhere (Rogers, 1926, 1928). 


Relation of Summer South-west Moasoon Rains to 
Cholera Incidence in the Following Spring 
and Summer 

A map of the thirty-year average cholera incidence of 
the different provinces of India, as well as of their sub- 
divisions, with varying climatic conditions where indi- 
cated, enabled comparisons to be made with years of 
epidemic prevalence in the forty-five years for which 
cholera data of every province were available. Any 
marked deficiency of the rainfall during the previous 
year’s monsoon was also recorded in view of the fact 
that the three most widespread epidemics had followed 
failures of the previous monsoon rains over large areas 
of India, resulting in extensive famines (Rogers, 1928). 

Deficiencies of communications necessitate the con- 
centration of the starving people in large camps, with 
inevitable outbreaks of cholera in such years. It is there- 
fore of the greatest interest to note that my maps showed 
41 provincial epidemics of cholera, and in no fewer than 
40 of them previous monsoon rains had been greatly 
deficient in the epidemic regions. As deficiency or other- 
wise of the monsoon rains is evident by the beginning 
of October, or earlier, it follows that the likelihood of 
an epidemic arising in March to May of the following 
year can be foreseen five or six months ahead and any 
possible precautions taken. 

The one exception to the rule occurred in 1894 at the 
twelve-yearly Kumbh Fair at Allahabad, with a million 
pilgrims camped on the sands of the Ganges. Although 
elaborate sanitary precautions had been taken, cholera 
broke out in the middle of January, about a month 
earlier than usual, and the dispersal of the pilgrims 
caused a widespread epidemic with one of the highest 
recorded death rates of the United Provinces. I found 
the explanation of this very exceptional occurrence in 
the fact that the absolute humidity had been greatly in 
excess during the winter months, and especially in 
February, when the main spread of cholera took place. 


| 
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Pilgrimages and Spread of Cholera 

Kumbh Fair at Hardwar.—This fair, which is held every 
12 years, takes place at the site of the issue of the sacred 
Ganges from the Himalayas near the eastern border of the 
Punjab. In 1891 this large fair passed off with only the 
average cholera incidence of 0.49 per 1,000. The previous 
monsoon rains had been good and careful sanitary precau- 
tions had been taken. In 1892 the conditions were different, 
for the previous monsoon rains had been very deficient, and 
by far the worst cholera outbreak of the 86 years of which 
we have records took place in the Punjab, with a cholera 
death rate of 2.70 per 1,000 ; and the pandemic spread across 
the north-west frontier of India to overrun South-East Asia 
and Europe. Yet the 
same sanitary precau- . 
tions had been taken ) »' 
as in 1891. The ex- 
planation is simple : 
the water in the sacred 
bathing-pool—650 by { 
30 feet (200 by 9 
metres) in extent—in 
which the 70,000 pil- 
grims present bathed 
and which they drank, 
and bottles of which 
they took home to in- 
fect their households, 
was stagnant because 
of failure of the pre- 
vious monsoon rains. 
It is recorded that 
“two sufferers in the 
last stage of cholera 
were taken out of the 
[bathing] pool and died 
immediately after- 
wards.” It is a reli- 
gious custom of the 
Hindus — with which 
Europeans could not 
interfere without in- 
curring a risk of pro- 
voking riots—to place 
pilgrims dying from 
cholera on the banks 
of any sacred water, 
of which they must 
drink. The Punjab 
medical records also 
show that, of the last 
23 years in my chart 
of the Punjab cholera incidence, in no fewer than 17 cholera 
was spread over that province by pilgrims returning from 
the Hardwar Fair (Rogers, 1928). 

The Puri Pilgrimage Fair.-The Jaganath Temple at Puri, 
Orissa, on the east coast of India south of Calcutta, is visited 
yearly in March and July by many thousands of pilgrims 
from all parts of India. In specially sacred years 250,000 
may be camped around an insanitary town of 49,000 people, 
their only water supply at the time I am concerned with 
coming from easily contaminated shallow wells and open 
tanks. No wonder Orissa for long has had the highest 
cholera death rate of any of the 200 divisions of India. 
Here again all the years with the highest cholera incidence 
had been preceded by very deficient south-west monsoon 
rains. The returning pilgrims spread the disease far and 
wide to Lower Bengal, Bihar, the Central Provinces, and 
North-East Madras, as indicated in the map. 

The Pandarpur Pilgrimage-—Bombay Deccan lies to the 
east of the Western Ghats, with the Pandarpur pilgrim centre 
about the middle. Cholera is regularly spread by pilgrims 
returning to their homes from the June Fair. An exception 
was 1910, when there was no cholera within hundreds of 
miles to be spread. Here again all the more severe 
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CONTROL OF CHOLERA EPIDEMICS 


Map showing Indian provinces (before 1948), cholera endemic areas (shaded), 
pilgrim centres, and the January absolute humidity line of 0.400. 
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epidemics followed serious deficiencies of the monsoon rain- 
falls of the previous year. 

Pilgrimages in the Madras Presidency.—This is an import- 
ant endemic area, with the highest annual incidence and 
rainfall in the cold weather months, and absolute humidities 
of well over 0.400, as well as the highest rainfall from the 
north-east monsoon in October to December in the most 
densely populated south-east area. Madras has no very large 


_ pilgrimages, yet has a total of 2,500,000 pilgrims a year, who 


have been repeatedly recorded to have spread cholera. 

Returns from India show an average of 20 million pil- 
grims travelling every year to attend the major fairs, so the 
problem of preventing spread of cholera by them is one of 
great magnitude. 


Forecasting Cholera 
Epidemics in India 


The evidence sum- 
marized above con- 
vinced me that the 
approximate dates of 
the spring outbreaks 
of cholera can be 
foreseen by watching 
the absolute humidity 
data, and the prob- 
ability of their reach- 
ing epidemic propor- 
tions in any given area 
can be estimated from 
the monsoon rains of 
the previous summer. 
To test the correctness 
of that conclusion I 
arranged for the 
necessary data to be 
supplied from India at 
the end of the south- 
west monsoon early in 
October, and was able 
to send my forecasts 
by air mail in time to 
be published in the 
Indian Medical 
Gazette before the 
annual spring rise of 
cholera incidence. 
They proved remark- 
ably correct, as was 
noted in the annual 
medical reports of the 
Government of India 
(1930, 1933). 
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Recommendations for Control of Cholera Epidemics 
in India 


The epidemiological inquiries summarized above con- 
vinced me that the only possible way to control cholera 
epidemics in India was the use of wholesale inoculation of 
millions of pilgrims before they reached the fairs after long 
journeys by road and rail, usually through cholera-infected 
districts. The elaborate sanitary measures for long in use 
at the places of pilgrimage could not prevent their infection 
either on their long journeys to the fairs or at the place of 
pilgrimage, in view of the religious customs above described 
at the Hardwar Fair of 1892. I therefore drew up a memor- 
andum on the history of the repeated outbreaks of cholera 
at these fairs and their wide diffusion by the pilgrims, especi- 
ally in unfavourable years after failure of the previous mon- 
soon rains, together with their occasional extensions to Europe 
as pandemics for which India is responsible. I advised com- 
pulsory anti-cholera inoculation as the only possible way 
to prevent such catastrophes, but a unanimous verdict of 
the public health officers that my proposal was “ impractic- 
able” was endorsed by the responsible administrative authori- 
ties. It was justly pointed out that the use of compulsion 
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might provoke riots on the ground of interference with the 
religious customs of the people. That decision had to be 
accepted and more propitious conditions awaited. 


Compulsory Inoculation of Pandarpur Pilgrims 
Successfully Carried Out 


The good seed had, however, been sown, and it was not 
long before it came to fruition. In the meantime the pro- 
vincial administrations had been handed over to Indians, 
and in 1936 the medical authorities of the Bombay Presi- 
dency realized that all the conditions favourable to a serious 
outbreak of cholera at the June Pandarpur Fair were 
present. They therefore had the courage to order the com- 
pulsory inoculation of all pilgrims before their admission to 
the fair, either before setting out on their dangerous journey, 
or en route by the doctors who had for years past accom- 
panied each band of pilgrims. This was accomplished with 
very little difficulty, and at the end of the cholera season 
the medical authorities were able to report that “ the spread 
of the disease was thus effectively prevented.” Four years 
later the Bombay public health office recorded that “ since 
the year 1937 "—that is, following the year in which compul- 
sory inoculation was introduced at Pandarpur—* there has 
been no outbreak of cholera at the fair.” 
report was confirmed by an analysis I recorded of the cholera 
and meteorological data of the Bombay Deccan for the six 
years before and seven years after introduction of the new 
measures (Rogers, 1944). 

As the direct result of the above success the Central 
Advisory Board of Health in 1939 appointed a committee, 
which reported favourably on the Pandarpur trial; so the 
Board sanctioned trials of the new measure in every province 
of India. Moreover, an Indian member rightly pointed out 
that in the performance of their religious duties the pilgrims 
must not endanger the lives of other people by spreading 
cholera infection as the result of refusing to be protected by 
inoculation, In 1952 an Indian colleague sent me news of 
the remarkable success of the new system of cholera control 
all over India, and I recorded the information obtainable 
in this country at the time (Rogers, 1952). 

Through the kindness of Colonel Pasricha, I.M.S., I also 
obtained the cholera data of the Indian State and the mon- 
soon rainfalls from 1940 to 1951, which enabled me to 
complete my studies of the available records from 1866 to 
1951--a period of 86 years—and recorded the results in 
1953. 


Extension of Compulsory Inoculation of Pilgrims 
Over All India 
The following figures show the gradual increase of volun- 
tary cholera inoculations of pilgrims in India during 1928-39 
and of the very large increase of compulsory inoculations in 
1940-51, after their use, which I had urged in 1926-8, was 
sanctioned in 1940. 


1928-33 Average yearly inoculations 2,700,000 voluntary 

1934- 9 6,694,000 voluntary ex- 
cept in Bombay 
Deccan 

1940-51 22,500,000 compulsory 


for pilgrims 

As the result of the general sanction of compulsory inocula- 
tion of pilgrims in 1940 the 5,608,310 inoculations performed 
that year rose to over 12,000,000 in 1941 and 1942; and in 
the famine years 1943 and 1944, owing to high wartime food 
prices, they reached 19,860,715 and 28,805,514 respectively. 
During 1945 and 1951 they varied between 20 and 28 million 
(Rogers, 1953). 

The annual cholera deaths and the previous monsoon rains, 
and the high rates due to the famine, are dealt with in my 
paper of 1953, so it will suffice to mention here the follow- 
ing recorded effects of the unprecedentedly increased inocu- 
lations. 

Results of Compulsory Inoculation of Pilgrims 
Attending Kumbh Fairs 

I had especially urged the compulsory inoculation of the 

one to three million pilgrims attending the 12-yearly excep- 


This favourable 


tionally large Kumbh Fairs at Hardwar and Allahabad, be- 
cause any success under these difficult conditions would 
ensure the general adoption of the measure. Two such 
fairs took place in the decade under consideration, and 
Table I, from my paper of 1953, compares their cholera 


Taste [.—Cholera Deaths Per 1,000 at 12-yearly Very Large 


Kumbh Fairs 
Allahabad Kumbh Fair Years Hardwar Kumbh Fair Years 
| 
= =| mh 
1870 | (No record) — | — 1879 1-4 | Good in 
1882 | 3-38, 2-02! Good’ Nil 1891 | 0-49! ,, 
1894 | 4-88) 3-80) ,, 1903 | 0-37] ,, 
1906 | 4:06) 3-14) Defi- 1915 | 0-68] |, 
| cient 
1918 | $90, 2-56) Good 1927 | 0-55] ,, 
1930 | 460) 1-35 1938 | 0-19] ,, 
Aver: 4-65, 2-57 Average, 0-92 
1983 | 0-7 | O-1 1,249's06 || 1950 | 0-01 Over 
in Bihar | 1,000,000 
| and U.P 
Reduc- | 6}- | 25- Reduc- | 92- 
tion | fold| fold tion | fold 
1954 | 0-12] 0-04 
Reduc- | 39- | 69- | Good! 2,007,749 
tion fold | | 
mortalities with those of such fairs back to 1867. Thus, 


in the case of the five more fatal Allahabad Kumbh Fairs 
from 1882 to 1930 without compulsory inoculation, the aver- 
age deaths in Bihar and Orissa of 4.65 per 1,000 were re- 
duced to 0.7 per 1,000 in 1942 ; in the United Provinces the 
decline was 25-fold. The total saving of lives in the two 
provinces in 1942 I estimate at 146,200. 

Likewise the introduction of compulsory inoculation of 
one million pilgrims attending the Kumbh Fair at Hardwar 
in 1950 resulted in a 92-fold reduction in the cholera 
mortality as compared with the average figure of the seven 
previous Kumbh Fairs back to 1867; but in this case the 
saving of life was much less because the Punjab has the 
lowest cholera death rate of India, owing to its being furthest 
removed from the north-east endemic area from which it 
was yearly reinfected. 

In 1954 a further Allahabad Kumbh Fair took place. 
Compulsory inoculation of the pilgrims was again carried 
out, 2,007,749 inoculations having been recorded in the 
United Provinces that year. The cholera death rate per 
1,000 in Bihar and Orissa fell to 0.12, or a 39-fold reduc- 
tion of the average figures before the adoption of compul- 
sory inoculation of pilgrims. Similar data for the United 
Provinces show a death rate of 0.04 per 1.000, being 69-fold 
reduction on the pre-inoculation days, with a considerably 
larger saving of life than in the similar fair of 1942. 

The unprecedentedly good results of the new measures of 
control are borne out by the following records of the public 
health officers, who carried through the immense task in- 
volved in the inoculation of millions of pilgrims. Thus Dr. 
A. C. Banerjea (1951) recorded that “only 11 cases [of 
cholera] occurred in connexion with the 1950 Kumbh Fair 
at Hardwar: they were all imported ones, which were all 
detected and isolated, and no secondary ones occurred.” 
Moreover, “ no cholera outbreaks occurred from this fair in 
the United Provinces or in adjoining provinces,” which in- 
cluded the Punjab. 

A control to the above is furnished by the record of a 
pilgrim fair at Sumaria, in Bihar, “ which was overlooked 
by the medical authorities owing to its recurring at long 
and irregular intervals. Consequently neither the usual sani- 
tary precautions nor anti-cholera inoculations were carried 
out; with the result that a smart outbreak of cholera fol- 
lowed this fair.” 
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Reduction in Cholera Mortality in India Following 
General Adoption of Compulsory Inoculation 
of Pilgrims 
In 1928 I showed the great yearly variations in cholera 
mortality in India to be due to deficiencies of the south- 
west monsoon rains of June to September of the previous 
year. The other main factor is the spread of the infection 
by the one to three million pilgrims attending the 12-yearly 
Kumbh Fairs at Hardwar and Allahabad. Unless these 
potent factors are taken into account one series of years 
cannot safely be compared with another series. I have 
therefore prepared Table II to illustrate this point. Cholera 


Taste If.—Analysis of Cholera Mortality Rates of India for 
75 Years 
Average Minimum 
Yearly Yearly Yearly 
Period | Deaths | Deaths Deaths | 
and Rate | and Rate | and Rate 


Causes of High Yearly Cholera 
Mortalities 


per 1,000 | per 1,000 | per 1,000 | 
WAG 1887 1880 Deficient monsoon rains in 3 years 
1880-9 | 291,800 | 473,875 | 118,532 
1-0 2-45 0-65 | 1882. A.K. Fair spread cholera 
a> 1892 | 1898 Deficient monsoon rains in 4 years 
1890.9 398,858 | 724,384 151,510 1892. Famine year. Spread over 
Europe 
3.40 3-40 | 0-71 1894. A.K. Fair spread cholera 
1900 1904 1900 Famine after general failure 
| of 1899 monsoon 
1900-09 | 417,962 | 797,273 | 192,835 | 1908. Widespread failure of 1907 
monsoon 
| 1-91 372 | O85 1906. A.K. Fair spread cholera 
1919 1917 | 1919. Widespread failure of 1918 
monsoon 
1910-19 | 386,519 | 578,426 | 267,002 
1-63 243 I 1-12 1915. A.K. Fair spread cholera 
| 1921 1928 1921. Widespread failure of 1920 
| monsoon 
1920-9 227,438 | 450,608 73,002 | 1928. Partial failure of 1927 
monsoon 
0.94 1-87 0-30 
1932 No failures of previous monsoon 
rains 
1936-9 | 170,512 | 337,322 | 67,219 | 1930. A.K. Fair spread cholera 
| | 140 | O36 | 19%. HK. 
[7943 | 1940 | 1942-44. Pamines due to war- 
} time high food prices 
1940-5 | 260,966 | 459,930 | 86,132 
0-87 1-50 0.35 1942. A.K. Pair. Pilgrims ino- 
culated. 25-fold ion of 
cholera 
hes | 1948 No widespread monsoon failures 


1954 
1946-55 79,057 | 162,370; 13,554 | 1950 H.K.° Fair. Pilgrims 


| inoculated. 92-fold reduction 
| | | of cholera 
ow 07 0-554 | 1954. A.K. Fair. Pilgrims 
| | | inoculated. 69-fold reduction 
| | of cholera 


data became available for greater Bengal and Assam only 
in 1877-8, so the table shows the data for each decade 
from 1880 to 1955 except for the exceptional period of 
1940-5, on account of the unique famine due to a several- 
fold increase of food prices during the second world 
war. 

In considering such a long period it must first be borne in 
mind that during the 75 years dealt with there has been 
a steady improvement in the sanitary conditions of the 
towns, but very little in the vast number of small villages, 
in which 85% of the population live out their lives. 
Secondly, there has been a great rise in the population, so 
the rates of cholera deaths per 1,000 are most comparable. 

In each of the first five decades from 1880 to 1929 there 
were two or more years of very high mortalities due to 
failure of the monsoon rains of the previous year or to the 
occurrence of an Allahabad or Hardwar Kumbh Fair, or 
to both. It will be observed that there was no material de- 
crease in the average cholera mortality per 1,000 in those 
five decades except a decline in 1920-9 to 0.94 from 1.63 in 
the previous decade; this is partly accounted for by the 


absence of any Kumbh Fair in that decade. The steady im- 
provement in railway communications may have helped by 
reducing the necessity for long marches through infected vil- 
lages. On the other hand, 1930-9 is the first decade in which 
there had been no failure of the previous monsoon rains ; 
so it is significant that the only years of high cholera inci- 
dence were those of Kumbh Fairs at Allahabad in 1930 and 
at Hardwar in 1938. Accordingly the death rate fell from 
0.94 in 1920-9 to 0.65 in 1930-9, the lowest up to this 
time. Yet in the succeeding period of 1940-5 the figure rose 
once more to 0.87, due to the great rise in wartime food 
prices already mentioned, with a maximum cholera mortality 
of 459,930 or 1.50 per 1,000, and that too in spite of previous 
good monsoon rains and the then recently adopted compul- 
sory inoculation of pilgrims. 

Thanks to the kindness of Colonel Pasricha, I1.M.S., and 
of the Director-General of the India State in sending me 
the cholera records of the last four years, 1952~5, I am able 
to summarize them in Table II and to give the yearly figures 
in Table III, in view of their great significance. It is for- 
tunate that in the last decade (1946-55) there was no material 
failure of the monsoon rains and that Kumbh Fairs took 
place at both Allahabad and Hardwar, making it as com- 
parable as possible as regards the cholera death rates with 
the decade 1930-9, just before the adoption of the new com- 
pulsory inoculation of pilgrims all over India. The total 


Taste IIl.—Cholera Deaths and Rates Per 1,000, 1946-55 


| No.of Deaths | Rateper1!,000 | Averages 
1946 123,727 } 
1947 103,101 0-4 os 
1948 162,870 0-7 J 
1949 74,326 0-3 
1950 96.716 0-4 
1951 41,543 0-2 0-29 
1952 55.327 02 
1953 98,663 0-35 
1954 13,554 0-05 
1955 13,970 0-05 \} 0-05 
1946-55 783,793 


deaths, however, for the last period are those of the Hindu 
Republic of India, and do not include those of the Moham- 
medan Pakistan; but as the latter area is mainly composed 
of the Western Punjab, with the lowest cholera mortality in 
the Indian peninsula, this does not materially affect the 
cholera death rate, so the decline of that figure from 
0.65 per 1,000 in 1930-9 to only 0.39, an unprecedented 
decline of 40%, can only be due to the large-scale adop- 
tion of compulsory inoculation of pilgrims in the last 
decade. 

Table III gives the yearly total cholera deaths and the 
rates per 1,000 population in the decade 1946-55. It is 
remarkable in that it shows a steady decline in the yearly 
cholera death rates, averaging 0.5 in the first three years, 
0.3 in the next five years, followed by an unprecedented fall 
to 0.05 in the last two years of the decade. It should be 
mentioned that the recent data for 1955 are wanting for 
three areas, but they have been estimated on a liberal scale 
from the rates of neighbouring areas, so can be relied on 
as being approximately correct. They reveal a cholera death 
rate of 0.05, against one of 0.65 in the decade 1930-9. This 
cannot but be due to a cumulative effect of the compulsory 
anti-cholera inoculations of the last 15 years, which now 
amount to approximately 300 millions, or a considerable 
proportion of fhe Hindu population of India. 

Table IV has therefore been worked out to show the 
relative decreases in the endemic and epidemic areas respec- 
tively in the minimum years 1954 and 1955, as compared 
with the average deaths per 1,000 in 1930-9, immediately 
before the large-scale adoption of compulsory inoculation 
of pilgrims—a measure which was expected to exert the 
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greatest preventive effect in the epidemic areas, which have 
been so frequently infected by the movements of pilgrims. 
This is confirmed by the data in the lower part of Table IV. 
Thus the Bombay Presidency shows a 45-fold reduction, and 
it was in connexion with the Pandarpur Fair that com- 


Taste 1V.—Cholera Incidence Before and After General 
Inoculation of Pilgrims 


| Before Inoculations After inoculations 
930-9 954-5 


Province | | | Rates | Average | Rates Reduc- 
Cholera | ' Cholera | per | tion 
| Deaths | 1000 Deaths | 1,000 to 
Assam 4410 | 0-63 OOF | 
rissa | 
Bihar } | 37,400 4,924| O12] 19 
Madras 23,580 + saudi 2,522 0-04 1/10 
Total endemic areas... 115,610 10,394 
United Provinces .. | 28,500, O50 | 2,350| 0-04 1/12 
Punjab 820 0-04 Nil Nil — 
Bombay 8,550 0-45 376, O01 | 145 
Central Provinces 12,740 0-91 44 | 0-02 145 
Total epidemic areas. 43,610 | 3, 160 - 
Grand ‘total 13,554 


$9,220 


pulsory inoculation of pilgrims was first adopted in 1936. 
The Central Provinces, which also had a 45-fold reduction, 
are liable to infection from three sides by pilgrims from 
Puri, Allahabad, and Pandarpur. Moreover, in the Punjab 
epidemic area cholera has been eliminated in the last two 
years. The United Provinces—-endemic area—however, 
show only a 12-fold reduction, but the eastern divisions are 
early infected from the Bengal endemic area. 

On the contrary, in the endemic areas shown in the upper 
part of Table IV, of the rates per 1,000 in 1954 and 1955, 
the reductions, as compared with 1930-9, amount to from 
1/13 to 1/9, with the exception of Assam, which has poor 
communications with Eastern Bengal, showing a figure of 
1/63. 

Nevertheless the reductions to an average of 1/10 in the 
endemic areas is greater than might have been expected ; 
so they bear out my suggestion that cholera incidence in 
India as a whole is gradually being brought under control 
by the general adoption of compulsory inoculations of the 
immense numbers of the moving bands of pilgrims through- 
out India. 

Since the above paragraph was written news of a serious 
failure of the north-east monsoon rains of October to Decem- 
ber, 1956, in Ceylon, and consequently in the densely popu- 
lated south-eastern districts of Madras, has been received. 
Cholera epidemics under such conditions have been recorded 
(Rogers, 1928), so it will suffice to recall that the highest 
cholera deaths in the Madras presidency were 148,193, or 
5.08 per 1,000, in 1876, and 357,430, or 12.24 per 1,000, in 
1877, immediately following serious failures of the monsoon 
rains in two consecutive years ; against only 313 deaths, or 
0.01 per 1,000, in 1874. The most serious famine of southern 
India also resulted from these failures of the rains. The 
next highest cholera mortality in Madras occurred in 1897 
following a similar failure of the north-east monsoon, when 
the Madras Presidency recorded 180,000 deaths, or 4.38 per 
1,000. 

The crucial test, mentioned above, of the control of 
cholera epidemics by the large-scale inoculation of moving 
bodies of the people on pilgrimages, or in famine years in 
search of food, is at hand, but the greatly improved rail 
and road communications should much simplify the problem 
of feeding the people in their own villages. The public 
health services will doubtless see the necessity of immunizing 
any who have to be moved to famine camps. The results 
of the new control measures under the present very un- 
favourable conditions will be awaited with the greatest 
interest. 


The Outlook 

The remarkable decline of cholera in the last decade was 
favoured by the unusual absence of any material failure of 
the monsoon rains, which in the nature of things cannot 
continue much longer. The crucial test will come in a year 
following a widespread failure of the monsoon rains. The 
outlook, however, is now more favourable than in the half- 
century 1880-1929, illustrated in Table Il, with a yearly 
average of 344,000 cholera deaths. 

In the first place if the recent decline of cholera mor- 
tality in the endemic areas to one-tenth of the rate before 
the adoption of general protective inoculations of pilgrims 
is maintained, it will have greatly reduced the sources of 
infection of the large epidemic areas. Secondly, the steady 
improvement of railway communications has been greatly 
augmented by a remarkable development of motor services 
and construction of new roads, which will much facilitate 
the distribution of food to formerly remote villages: This 
will do away with the necessity of feeding people in large 
famine camps, in which cholera was rampant in earlier days. 
I would urge that where such camps may still be necessary 
all entrants should be inoculated, preferably before admis- 
sion, for the people are now fully aware of its advantages. 
Thirdly, the successful extension of the curative treatment 
to the villagers by means of field hospitals and ambulances 
will doubtless save many lives in future. 


Summary 

Studies of the cholera vital statistics of the last 
90 years are described which led me in 1926 to advocate 
the compulsory inoculation of some 20 million pilgrims 
yearly, as the only method of controlling cholera epi- 
demics in India. At that time the medical and admini- 
strative officers found this suggestion to be impracticable, 
but in 1936 it was carried out with success in the Bombay 
Deccan, and as a consequence was extended all over 
India, with very satisfactory results. During 1941-55 
some 300 million pilgrims have been inoculated against 
cholera in India, with satisfactory results, and the out- 
look for the continued success of the measures for con- 
trolling cholera epidemics are considered to be good. 

The nineteenth century was characterized by the 
frequent spread of pandemics of cholera over Europe. 
They should prove to be preventable in the future. 
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In November, 1857, John Murray published David 
Livingstone’s Missionary Travels and Researches in South 
Africa. In reviewing the book, the British Medical Journal 
declared that Dr. Livingstone “ never would have accom- 
plished his adver.urous journey had it not been for acquaint- 
ance with the healing art. The various savage tribes whose 
territories he had to traverse were deaf to the voice of the 
missionary, but were capable of appreciating the good 
services of the medical man. A knowledge of the healing 
art is acknowledged by Dr. Livingstone to be indispensable 
to those who would penetrate the untrodden wilds of this 
vast continent ; and he frankly confesses that all missionaries 
“. . . Should possess a competent knowledge of medicine. 
This is indeed a high testimony to the benevolent and all- 
powerful character of our profession.” 
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RESPIRATORY SYMPTOMS, 
BRONCHITIS, AND VENTILATORY 
CAPACITY IN RANDOM SAMPLE OF 
AN AGRICULTURAL POPULATION 


BY 


I. T. T. HIGGINS, M.D., M.R.C.P. 
Medical Research Council Pneumoconiosis Research Unit, 
Llandough Hospital, near Penarth 


Measurement of disease in industry necessitates suitable 
controls. A comparison of miners and ex-miners with 
non-miners of similar age living in the same neighbour- 
hood has been made (Higgins ef al., 1956). In that com- 
parison it is possible that our controls may have been 
affected by the industrial environment of the mining 
community to some extent, and accordingly any deleter- 
ious effect of mining on health may have been under- 
estimated. We have tried to assess the importance of 
the environment by studying an agricultural community. 
This paper gives an account of a survey of respiratory 
symptoms in a random sample of the inhabitants of the 
Vale of Glamorgan. 

The Vale of Glamorgan is an undulating plain, about 
200 feet (60 metres) above sea level, of unspoilt agricul- 
tural land lying 15 miles (24 km.) west of Cardiff, 
between the South Wales coalfield in the north and the 
Bristol Channel in the south. The rainfall is about 40 
inches (1 metre) per annum and the average temperatures 
for January and June are 41 and 58° F. (5 and 14.4° C.) 
respectively. The area is exceptionally free from atmo- 
spheric pollution, and only the strip bordering the coast 
is subject to winter mists. 

During the summer of 1955 Cochrane conducted a 
survey of the population living in a geographically 
defined area of the Vale (Cochrane ef al., 1956). This 
area was approximately 55 square miles (142 square km.), 
with a density of 0.5 person per acre (0.2 person per 
hectare) (General Register Office, 1954). A _ private 
census was taken, social and occupational details were 
recorded, and chest radiography of 95% of the defined 
population was achieved. The information obtained was 
transferred to punch cards. Random samples by sex 
and age can therefore be readily drawn from this 
community. 


Sample, Procedure, and Methods 


The present sample is shown in Table I. The original 
intention was to study 50 men and 50 women in each 10- 
year age group from 25 to 74 except in the 55-64 groups, 
in whom we are particularly interested, where we intended 
seeing 100 of each sex. It was, however, found that of the 
100 men drawn in this group 31 had worked at some time 
in mining or other dusty occupation, and as we were anxious 
to exclude such men the sample was therefore increased by 
a further 31 who had never worked in dusty jobs. 

A number of investigations had been planned for the 
men aged 55-64. They were therefore seen at a centre 
during the second half of April, 1956. Each man was visited 
at his house by a member of the field survey team, the 
purpose of the investigations explained to him, his co- 
operation sought, and an appointment given. Transport was 
offered and usually accepted. Any man who failed to 
attend was promptly revisited, the reason ascertained, and 
a new appointment given. The rest of the men and all the 
women were visited in their homes, the majority during 
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January and February. 1956. Appointments were not made 
before these home visits, since it was considered possible 
that any reluctant participant might arrange to be out at 
the appointed time. Instead visits were continued until a 
person sampled was either seen or found to have moved 
from the area. In this way, with the help of a driver who 
knew the area well, 20-25 people could be interviewed daily 
and the main part of the visiting was completed in six wecks. 
Each person interviewed was asked to co-operate in a piece 
of research. It was emphasized that we were not looking 
for a disease but trying to find out more about respiratory 
symptoms in normal people living in healthy surroundings. 

1. Respiratory symptoms were recorded, using a questionary 
similar to that used in previous studies (Higgins et a/., 1956). 
Chest illness during the past three years, persistent cough 
and sputum, wheeze and tightness, and a number of possible 
aetiological factors such as smoking habits, previous chest 
illnesses, and head colds “ going down on the chest” were 


Taste I.—Random Sample 


Age Living in } 


Group at! Vale at | | Left } 

i fle | Inter- 
Time’ ot | Time sampled) | Died Refused Analysed 
(April 1, | 1, ‘Census | 

1956) | 1955) 
Men: 

25 453 50 

3s- 437 sO 

iow 50 

316 131 

65- 213 | 

Tout | | 

(100%) 

Women:| 

2$- 454 so 

407 sO 

46 44 50 

5S 

65- 232 50 
- — 

Total 1,878 | Oo 

(100%) , 


Reasons for exclusion of men: One man had pulmonary tuberculosis, one 
man was bedridden following a stroke, and in two the sitting height and weight 


were omitted. 
Reasons for exclusion of women : One woman was incapable, and in two the 
sitting height and weight were omitted. 


noted. All questionaries were completed by the observer 
who had completed them in the previous surveys. 

2. Sitting height was recorded in inches to the nearest 
half-inch, a special stool fitted with a measuring-rod being 
used for this purpose. Weight was recorded in pounds to 
the nearest pound, an appropriate deduction being made 
for clothing. 

3. An attempt was made to assess lung function, using a 
respiratory flow-meter designed to measure peak air flows 
during a maximal forced expiration (B. M. Wright, to be 
published). The instrument is simple and portable, and ap- 
pears to give useful information about the ventilatory 
capacity. It was hoped that this survey would indicate its 
value as a rough sorting instrument for those with ventila- 
tory insufficiency and also provide normal values for men 
and women living in an agricultural area. 

4. In the men aged 55-64 who had never worked in dusty 
occupations the ventilatory capacity was also assessed from 
the volume of air expelled in 0.75 second during a forced 
expiration, using the method described previously (Carpen- 
ter et al., 1956). The result is expressed as the maximum 
voluntary ventilation (M.V.V.) (indirect) in litres/minute 
by multiplying the volume by 40. In both physiological 
tests the mean of three results after a preliminary practice 
blow was taken. 

5. Occupational histories and chest radiographs were 
available from the previous survey (Cochrane et al., 1956). 


Results 


Table I shows what was achieved ; co-operation was very 
good. Over 95% of those still living in the area, or 91% 
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of those originally drawn in the sample, were interviewed. 
Even in those who refused to co-operate fully it was remark- 
able how easily information about respiratory symptoms 
could be elicited. Only those who consented to the phy- 
siological test and to the measurement of their heights and 
weights have, however, been included in the analysis. Their 
mean ages and anthropometric measurements are given in 
Table Il. In both men and women there was a pragressive 


Taste Il.—Mean Age and Measurements of the Men and Women 
Seen in the Sample 


| | Sitting Height Weight Peak 
Group | (Years) j 
‘Bees | ib. | kg. Minute) 
| | 338 | 909 1865! 710 | 
*\ F | 47 | 303 33-7 | 85-6 131-0 | 59-4 368 
a, [M} 48 | 396 35-7 90-7 | 160-1 | 726 501 
47 39:8 33-6 853 | 1430 | 649 332 
as | 45 | 490 | 354 | 892 | 1545] 704 450 
F | 48 | 499 | 33-2 | 843 143-0 | 64-9 311 
<< JM | 993 | 345 | 876 | 1490] 676 406 
F | 92 59-2 | 326 828 | 41 | 640 254 
os JM | 45 | 689 | 343°) 871 | 149-6 | 67-9 304 
F | 4 | | 321 | | 1395 | 633 225 


® Omitting one man with severe kyphosis. 


reduction in sitting height with age. Weight, on the other 
hand, reached a maximum in the 35-44 age group and was 
followed by a moderate decline in the men but only a 
slight fall in the women, 


Prevalence of Respiratory Symptoms and Bronchitis 


Table III shows the prevalence of respiratory symptoms 
and “chronic bronchitis” in the men and women examined 
in the sample. Respiratory symptoms were common in both 
sexes. Less than half the sample had no symptoms at all. 
In the men there was a fairly steady increase in the pre- 
valence of all symptoms with age, which is best seen in the 


Taste Il.—Prevalence of Respiratory Symptoms and “ Chronic 
Bronchitis”’ (% in Parentheses) 


| 
Ase stip. | next | Cough | | |” 
Group toms | Illness [Sputum Tightness | lessnesst chitis”’ 
Men: | | 
2S | 46 | 22(47-8)| 3 (6-5)| 6(13-0) 6(13-0)| 1 (2-2)] 1 (2-2) 
48 | 20(41-7)| 2 (4-2), 5(10-4)) 7(14-6)| 2 (4-2) 
45 45 | 11(24-4)) 6(13-3)} 8(17-8)| 11(24-4)} 10(22-2)|} 4 (8-9) 
| 28(23-9)| 25 (21-4) 34(29-1)| 27(23-1)] 1210-3) 
| 45. | 9(20-0)| 12 (26-7) 17 (37-8) | 23(S1-1)| 16(35-6)] 7(15-6) 
Women: 
| 47 | 20(42-6)| 5(10-6)| 6(12-8)| 12(25-5)| 4 (8-5)| 3 (6-4) 
| 47 | 20(42.6)| 8(17-0)| 3 (6-4)| 10(21-3)| (8-5)| 2 (4-3) 
45- | 48 | 27(563)| 2 (4-2)) 3 (6-3)) 7(14-6)| 110229) 1 2-1) 
| 92 | 31(33-7)| 11(12-0)| 7 7-6)| 25(27-2)| 17018-9)| 4 
| 46 | 16(34-8)| 11(23-9)| 6 (13-0)! 13(28-3)| 11(23-9)| 4 (8-7) 
' 


* Tables showing the prevalence of the individual symptoms are available 
from the Pneumoconiosis Research Unit. 

+ Grade 2 (those who are unable to keep up with people of their own age 
at work, on hurrying, on hills, or on stairs) and over (Fletcher, 1952). 


20 r o—* Men 
o---9 Women 

iS F 

1O F 

& 

a 


Age Groups 


Fic. 1.—Prevalence of “ chronic bronchitis " in a random sample 
of the population of the Vale of Glamorgan (persistent sputum 
and at least one chest illness during the past three years). 


case of persistent cough and sputum, wheezing, and breath- 
lessness. In the women, on the other hand, an increase 
in prevalence with age is less striking. There was an up- 
ward trend from age 45; but the prevalence of cough and 
sputum at age 65-74 was little different from that at age 
25-34, 

In our previous paper we defined “chronic bronchitis ” 
arbitrarily as the persistent production of phlegm (for at 
least three consecutive months in the year) and at least one 
chest illness with increased cough and sputum during the 
past three years. The prevalence of chronic bronchitis in 
the two sexes according to this definition is shown in Fig. 1. 
There was a steady rise in prevalence in the men but not in 
the women, leading to a well-marked sex difference in the 
older age groups ; but under 45 the prevalence was slightly 
higher in the women, 


Ventilatory Capacity 


The scatter diagram (Fig. 2) compares the peak flow and 
M.V.V. (indirect) results obtained in the men aged 55-64 
who had never worked in dusty occupations, There was 
a high correlation (r = 0.86) between the two sets of data. 
In the lower range of values, in which we are most inter- 
ested, sorting of subjects would have been equally effective 


= 
a . . al 
. 
< = 
200 a 
a 100 
20 40 60 80 100 120 140 
iL i 4... i L i. 1 L i 


M.V.V. (UNDIRECT) LITRES/MINUTE 


Fic. 2.—-Relationship between peak flow and maximum voluntary 
ventilation (indirect) in a random sample of males aged 55-64 
who had never worked in dusty jobs. 


with either instrument. It seems justifiable, therefore, to 
use the respiratory flow meter as a rough measure of the 
ventilatory capacity. 

Figs. 3 and 4 show the frequency distributions of the peak 
flow measurements* in each 10-year age group for all the 
men and women studied. There was a linear fall of 6.34 + 
0.579 litres/minute in men and of 3.83 + 0.445 litres/minute 


*The instrument used was an early model and was later found 
to underestimate the true peak flow, d as one lasting 1/100 
of a second or more, measured with a pneumotachograph, by 
about 17%. This underestimate was very consistent. and the 
oo a ee be converted to true peak flow by multiplying 
t 
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Effect of Occupation in peak flow in the 65-74 group, while suggesting a similar 
- 
Fifty-five men in the sample, mainly over the age of 45, trend, is, however, insignificant (0.50>P>0.40). 
had worked at some period of their lives in mining or About one-third of the men in the sample were farmers, 
quarrying. The division of the sample by occupational dust agricultural labourers, foresters, and gardeners. Mortality 
exposure into two groups and the mean ages and measure- Statistics suggest that those engaged in these occupations are 
less liable to bronchitis than other members of the com- 


ments in each are given in Table [V. Table V shows that . . 
the prevalence of respiratory symptoms and “chronic unity (Registrar-General, 1938). Although the numbers in 


bronchitis” was higher in those men who had worked in 368 i:tres/minute 
dust. In the 55-64 group in particular a considerably 30 
higher prevalence of chest illness and wheeze and tightness 
was recorded, The average peak flow in this group was 
significantly lower (70 litres/minute) than that of the men 20F AGEO 25-34 
who had worked only in dust-free occupations (0.02>P>0.01). 
The differences in height and weight between the two occu- 10 
pational groups do not account for this finding, which is r 
clearly associated with the higher symptom prevalence in 
the men exposed to dust. The difference of 37 litres/minute + + , al 
30} 332 litres /minute 
20} 585 Nitres/minute 
20} AGED 35-44 
10} 
5 
30F 
20} 
> 
> A - 
Y 20 GEO 45-54 
> 456 titres/minute 
w AGED 45-54 W 
w = 30 
8 Y 20F AGED 55-64 
< 
z a 
bs} 20} 406 litres/minute 1OF 
AGED 55-64 
10 T T 
225 titres /minute 
30 
30 
20- AGED 65-74 
20+ 304 titres/minute 
AGED 65-74 
980 666 760 80 100 200 300 400 500 600 700 
PEAK FLOW LITRES/MINUTE PEAK FLOW LITRES/MINUTE 
Fw. 3 Fic. 4 


Fic. 3.—Peak-flow measurements in a random sample of males aged 25-74 in the Vale of Glamorgan. Black area=“ chronic 
bronchitis.” Fic. 4.—Peak-flow measurements in a random sample of females aged 25-74 in the Vale of Glamorgan. Black 
area =“ chronic bronchitis.” 


TaBLe 1V.—Mean Age and Measurements According to Occupational Dust Exposure 


No Age in Years | Sitting Height (in.) Weight (Ib.) Peak Flow (1. min.) 
p | ‘ND T D | ND | T D eae ae T D | ND | T 
2 | | 2993 | | 358 | 358 | 358 | 180-7 | 1869 | 1865 | 601 |; 584 | 585 
3 | 4 | 4 | 410 | 3935 | 396 35-7 | 357 | 35-7 | 145-3 | 1611 | 160-1 | 493 So2 501 
4s- 37 45 | 900 | 488 | 490 | 353 | 350 | 354 | 1563 | | 1565 | 497 | 447 | 456 
| | | use | 93 | 393 | 993 | | | | 1392 | 1526 | 1489 | 352 22 | 406 
6s- 2 | 3 4s | 67 | 686 | 689 | 338 | 345 | 343 | 1473 | 1504) 1496] 277 | 314 | 304 


D = Dusty 4 @.. thoes who had worked in mining or quarrying. ~ ND 7" Non-dusty i.e., those who had never worked in mining or quarrying. T=Total. 
* In two men the M.V.V. (indirect) was not measured. They have been omitted from the non-dusty group in this table and in the subsequent analysis 
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the individual age groups are small, Table VI suggests that 
in the present sample this group had rather less cough and 
sputum and “chronic bronchitis” than the rest of the 
sample (Table VII. 


TasLe V.—Prevalence of Respiratory Symptoms and “ Chronic 


Bronchitis” 
| w | 
‘ase | wo} | Chest | Cough | | |" 
Group | toms | Illness Sputum | | Tightness| lessness | chitis ” 
Men who had worked in dusty occupations 
25- 3+ 3(100-0); Of—) | O(~) | 0(—) 0(—) 
35- 3 1 | 0(—) 0(—) 0(—) 
(2-5) 1 (12-5), 3 (37-5) 3 (37-5) 3 (37-5) 1(12-5) 
29 | (17-3)| 11.037-9)} 724-1) 1344-8) 6(20-7)] 7024-1) 
65- 112) 2 (16°7)) 2416-7); 7(58 8(66:7), 5(41-7); 2(16-7) 
Men who had never ‘work ed in dusty occupations 
25 | 43 | 19(44-2)} 3 (7-0)! 6(14-0);) 6(14-0)) (2-3)) (2-3) 
35- | 45 19(42-2)} 2 (44)) 7015-6) Sail) 2 (44) 
137} 10 (27-0) | $(13-5)) 8(21-6)) 7018-9)) 3 
86 23(26-7)) 14(16-3) 22(25-6)| 21(24-4), 21(24-4)| (5-8) 
6s- | 33 } 721-2), 10(30-3) $(15-2 


10 (30-3)] 15(45-S)| 11(33- 


Taste VI.~—-Prevalence of Respiratory Symptoms and “ Chronic 


Bronchitis” in Farmers, Agricultural Workers, Foresters, 
Gardeners (Males) 
| N 
| wo. Chest | Wheeze | Breath- 
Group toms | | Sputum | Tighines, | lessness | chitis ” 
| 34429)| | 1043] 20286) 1043)! 
| 14} 6(42-9)| O(—) 2(14-3)) 3(21-4)) 2(143)) 0(—) 
45 20 2010-0) 2010-0), 2(10-0)) 3(15-0) 1 (5-0) 
| 38] 6 (15-8) | 10(26-3),| 9(23-7)) 2 (S-3) 
65 1S | 3(20-0)) 6(40-0), 3(20-0)! 10(60-0) | 1 (6-7) 


$ (33-3), 


_ TABLE VII.—Comparison of Prevalence of Symptoms and “ Chronic Bronchitis” in the Men by O Occupation (Perc entages) 
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Effect of Smoking 

Smoking habits were recorded as in our previous studies. 
Tables VIII and IX show the effect of smoking on respira- 
tory symptoms in the men and women. In the men there 
was relatively little change in smoking habits with age, and 
it is therefore justifiable to consider all age groups together. 
In the women, however, this cannot be done because those 
under 45 differed strikingly in their smoking habits from 
those over 45, The women are therefore considered in 
two age groups, 25-44 and 45-74, 

In each case the habits of the whole group are given first 
and then the relation of smoking to symptoms. In the men 
the prevalence of persistent cough and sputum was signifi- 
cantly higher in smokers than in non-smokers (P<0.001) 
and proportionally higher in heavy than in light smokers. 
Smokers appeared more liable than non-smokers to chest 
illness, breathlessness, and “chronic bronchitis,” but for 
none of these symptoms did the differences reach the con- 
ventional level of statistical significance, 

The ventilatory capacity according to smoking habits for 
the meh aged 55-64 is shown in Fig. 5. The mean M.V.V. 
(indirect) of those smoking 15 g. or more of tobacco a day 
was lower than that of non-smokers and smokers of less 
than 15 g. a day. It should be noted that the exclusion of 
ex-smokers tends to raise the mean values for smokers. 
The peak-flow measurements indicate a similar trend, but 
show in addition a slight reduction in the group of light 
smokers, In each 10-year age group over 45 the peak flow 
was lower in smokers and ex-smokers than in the non- 
smokers ; but the numbers in these groups were very small. 
These differences could not be explained by differences in 
age, social class, or occupation between the groups. 


| j 
Age Chest Illness | Cough and Sputum Wheeze and Tightness Breathlessness | “ Chronic Bronchitis” 
Group | | D | ND! F A | D|ND/ F Fi A D | ND! F 
25- 6°5 0 70 0 13-0 0 140 143 130 0 | 140 | 28-6 2:2 0 2-3 2-2 0 23 0 
35 42] 0 44) 0 |104) 0 | itl | 143) 146] 0 | 156) |) O [itt | 143] 42] 0 44} 0 
45 | 13-3 | 12-5 | 13-5 | 100 | 17-8 | 37-5 | 13-5 | 10-0 | 24-4 | 37-5 | 21-6 | 10-0 | 22-2 | 37-5 | 18-9 | 15-0 89 | 12-5 81 5-0 
$5 i 21-4 | 37-9 | 16-3 | 21-1 | 24-8 | 24-1 | 25-6 15-8 | 29-1 | 44-8 | 24-4 | 26-3 | 23-1 | 20-7 | 24-4 | 23-7 | 10-3 | 241 5-8 5-3 
6S 26-7 | 16-7 | 33 | 40-0 | 37-8 | 58-3 | W3 | 200 | SIT | 66-7 45:5 | 00 35-6 | 41-7 | 33-3 | 33-3 | 15-6 | 16-7 | 15-2 67 
_ A-Allmenin the sample. D=Dusty—i.c., those who had worked in mining or quarrying. ND=Non-dusty—i.c., hese who had never worked in 
mining or quarrying. F< Farmers, agricultural labourers, gardeners, and foresters. 
TaBLe VIII.—Effect of Smoking Habits on Respiratory Symptoms 4 
(Men Aged 25-74) 
| Smokers | 
Symptom Group smokers Cigarettes day | Total « 
Whole group 28 Si «(122 | 301 MV. 
Those with: | 
Persistent cough and 
sputum 2 i. 40 65 = ° ° 
Chest illness 1 9 18 20 48 9 SOF 600 w 
soo 
Taste IX.—Effect of Smoking Habits on Respiratory Symptoms 
omen) 
| | | w 
Age Symptom | Non- x- | Cigarettes lay 40} 2 ° 
Group Group | smokers | smokers Total & 2 
28-44 | Whole group. 41 42 | 7 | 9 < 
Persistent cough | | > all 300 
and sputum 0 0 2 
Chest illness 6 1 13 5 
Breathlessness 4 2 2 
Chronic bron- | 
chitis”’ 1 0 3 | adh ene 
Those with: +16 ise 
Persistent cough G. tobecco /day 
and sputum 16 
| Chestiliness .. | 17 0 4 | 3 24 
Breathlessness 31 I 6 | ! 39 Fic. 5,—Effect of smoking on ventilatory capacity as assessed by 
bron- 5 | maximum voluntary ventilation (indirect) and peak flow in a 
} random sample of males aged 55-64 who had never worked in 


dusty occupations. 
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A significantly higher prevalence of cough and sputum 
in smokers than in non-smokers was found in the women 
under 45 (P<0.01); but over this age the difference was 
insignificant (0.10>P>0.05). The high prevalence of cough 
and sputum and wheeze in the young women was largely 
explicable on the basis of their smoking habits. There were. 
however, no striking differences in the prevalence of the 
other symptoms or in the peak-flow measurements between 
smokers and non-smokers. 


Occurrence of Chest Hinesses in the Past 
The prevalence of past attacks of pneumonia, pleurisy, 
and hronchitis (those occurring more than three years ago) 
is shown in Table X. In both sexes those with “ chronic 


Taste X.—Jnfluence of Previous Chest Ilinesses on “ Chronic 
Bronchitis” 


Previous History of 


No. 
| Pneumonia! Pleurisy | Bronchitis 
All in the sample | 31 | 46(15-3) | 3110-3) | 63 (20-9) 
| Those with cough 
Men and sputum | 68 13(20-0) (10-8) | 25(38-5) 
Those with * chronic 
bronchitis ” 26 | t G8) 18 (69-2) 
Allin the sample 280 | 45(16-1) | 35(12-5) | 60(21-4) 
Those with cough | | | | 
Women and sputum 25 | §(200) 2 (80) 7 (28-0) 
Those with “ chronic 


bronchitis | 6 (42-9) | » | 8 (57-1) 


bronchitis" recorded significantly more attacks of bronchitis 
in the past than the average for the sample (men: P<0.001 ; 
women: 0.01>P>0.001). The women with “chronic 
bronchitis” also recorded significantly more pneumonia 
(0.05>P>0.02): but in the men the difference was insigni- 
ficant (0.5>P>0.3). No excess of pleurisy in the past was 
found in either sex. 

The number of head colds each year and whether or not 
head colds usually “went down on the chest” were re- 
corded. The overall mean number of colds was 2.0 each 
year for both men and women, and 31.9% of these went 
down on the chest in the men and 34.6% in the women. 
Those with “ chronic bronchitis ” reported more colds than 
the others, averaging 3.0 each year in the men and 2.7 in 
the women, and in this group 61.5% of the men and 87.6% 
of the women said that colds went to the chest. Further 
questions suggested that the phrase “ going to the chest” 
usually implied a cold with cough and sputum but not neces- 
sarily frank chest illness. 

These findings may be compared with those of Oswald 
et al. (1953), who found that the annual mean number of 
colds was higher in patients with bronchitis than in con- 
trols, and that whereas colds “ went down to the chest” 
in only 27% of the controls, they did so in 90% of the 


patients. 
Discussion 

The results found in this survey in the men aged 55-64 
who had never worked in mining or quarrying may be 
compared with those found for non-miners in Leigh (Lancs) 
(Higgins et al., 1956). The comparison is shown in Table XI. 
There was little difference in the prevalence of wheeze and 
tightness and of breathlessness recorded in the two areas, 
and persistent cough and sputum was actually slightiy com- 
moner in the Vale. Bronchitic chest illness was only slightly 
more prevalent in Leigh ; but if single attacks of illness are 
excluded it will be seen that recurrent attacks were more 
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than twice as common in Leigh—-13% compared with 5% 
in the Vale. This was the most striking symptom difference 
between the two places, but the numbers are too small for 
the difference to be statistically significant (0.10>P>0.05). 
“Chronic bronchitis” as defined was also insignificantly 
commoner in Leigh—11° compared with 6%. 

The similarity in the prevalence of respiratory symptoms 
recorded in the two places is surprising in view of the great 
differences in atmospheric pollution between them. The 
Vale is completely free from such pollution; Leigh is 
situated in the centre of the polluted S.E. Lancashire conurb- 
ation. There is a considerable difference in mortality rates 
in the 45-64 age group between the two areas (Goodman 
et al., 1953) and a difference in respiratory symptomatology 
would certainly have been expected. One possibility is that 
there are regional differences in the way people answer ques- 
tions about respiratory symptoms. A cough and sputum that 
might be ignored in the industrial north may be recorded 
as being present in South Wales. Every effort in question- 
ing was made to avoid introducing a bias of this kind, and 
the physiological measurements do not suggest that it was 
likely. Fig. 6 compares the ventilation capacity measure- 
ments in the two areas. The mean M.V.V. (indirect) in 
the men who had never worked in dusty jobs in the Vale 
was 89 litres/minute compared with 85 litres/minute in the 
non-miners in Leigh. The difference of 4 litres/minute is 
quite insignificant. 


89 litres/minute 
H 
VALE OF GLAMORGAN 

8.2%<SO 
a 
z 
w Mean of Bronchitics 
- 68 litres per minute 
' 
a 

85 litres/minute 

 20f LEIGH 
' 
z 
Mean of Bronchitics 
a H 60 litres per minute 
w 
a 

‘ 


100 iso 
MVV (INDIRECT) LITRES PER MINUTE 
Fic. 6.—Frequency distributions of maximum voluntary ventila- 
tion (indirect) in random samples of non-mining males aged 


55-64 in the Vale of Glamorgan and Leigh (Lancs). Black area 
= bronchitics. 


Taste XI.—Comparison of Prevalence of Respiratory Symptoms and “ Chronic Bronchitis” in the Vale of Glamorgan 


and Leigh (Lancs). 


Non-miners aged 55-64 


Bronchitic Chest 
—— No | Iliness “ Chronic 
putum Tightness Grade 2 3° Bronchitis” 
and Over and Over Once Only More than Once 
Vale of Glamorgan | 86 22(25-6) 21 (24-4) 21(244) | 7(79) 10 (11-6) | 5 
Leigh (Lancs) | 84 | 15(179) | 1922-6) 1922-6) 6 (7-2) 4 (48) 11 (13-1) 9 (do 


a Fr those unable to keep up with other people of their own age walking on the level, but able to walk a mile or so at their own speed 
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A more probable explanation is that smoking is a more 
important cause of respiratory symptoms and reduction in 
ventilatory capacity than atmospheric pollution. The im- 
portance of smoking as a cause of bronchitis has often been 
stressed (Oswald er a/., 1953 ; Waldbott, 1953 ; Joules, 1954; 
Palmer, 1954; Oswald and Medvei, 1955; Phillips et al., 
1956 ; Clifton, 1956; Leese, 1956; Edwards, 1957; Ogilvie 
and Newell, 1957). In the present comparison the smoking 
habits of the non-miners in the two areas were similar, and 
this may account for similar prevalence of symptoms and 
ventilatory capacity, It seems probable that the effect of 
smoking may overshadow any effect attributable to atmo- 
spheric pollution, so that one would have to study non- 
smokers to demonstrate it. 

The importance cf standardizing for smoking habits in 
considering chronic cough has recently been stressed by 
Phillips et al. (1956). The greater frequency of recurrent 
chest illness in Leigh suggests, however, that once the respir- 
atory tract has been damaged those subjected to an indus- 
trial environment, including polluted atmospheres, may be 
more likely to become ill, and to become ill more frequently. 
The results point to the importance of obtaining informa- 
tion about exacerbations of chest illness in evaluating the 
effect of atmospheric pollution. Despite the apparently 
increased liability to illness of those living in the polluted 
town there was less evidence of the deleterious effect of the 
atmosphere than might have been anticipated. Qne might 
expect that increased exacerbations would lead to greater 
breathlessness, but in fact this was not so. Nor do the 
ventilatory capacity measurements support the belief that 
respiratory symptoms were more severe in Leigh than in 
the Vale. 

A further factor that must be considered is mortality. 
Death rates from bronchitis are higher in towns than in 
the country, and consequently our rural sample may contain 
a higher proportion of survivors with respiratory symptoms 
than did our sample at Leigh. Prevalence and mortality 
rates are, however, of such different orders of magnitude 
that it is unlikely that the factor of surviva! could be large. 

This comparison between the unpolluted Vale and the 
grossly polluted Lancashire town has been restricted to men 
who have never worked in mining. Miners and ex-miners 
have been shown to have significantly more respiratory 
symptoms and chronic bronchitis than other industrial 
workers (Pemberton, 1956; Higgins et al., 1956), and they 
also have a significantly lower ventilatory capacity than 
non-miners of comparable age living in the same area 
(Carpenter et al., 1956). The proportion of miners and ex- 
miners in the Vale and Leigh is very different. Thus in 
Leigh over half the men aged 55-64 worked or had worked 
for some time in mining, whereas in the Vale ex-miners 
comprised slightly less than one-third. A comparison be- 
tween the two areas which ignored occupation would there- 
fore have shown a higher prevalence of bronchitis in the 
town. This excess would, however, have been explicable on 
the basis of occupation rather than urban environment and 
atmospheric pollution. 

There is a great need for a simple test of lung function 
that could be used in the home. The peak respiratory 
flow meter used in the present investigation is a useful 
instrument that might perhaps fulfil this need. Its main 
disadvantage is that compared with the M.V.V. (indirect) it 
requires more co-operation from the subject to obtain a 
repeatable result. The practical advantage of adding objec- 
tive measurement to the subjective information obtained in 
this type of survey, however, outweighs this objection. 


Summary and Conclusions 

A survey of respiratory symptoms and ventilatory 
capacity in over 90% of a random sample of 331 men 
and 300 women aged 25-74 living in the Vale of 
Glamorgan has been carried out. 

The prevalence of “chronic bronchitis,” defined as 
persistent sputum and at least one chest illness during the 
past three years, rose in the men from 2.2% in the 25-34 
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age group to 15.6% in the 65-74 group. In the women, 
on the other hand, the prevalence fell from 6.4% in the 
25-34 group to a minimum of 2.1% at age 45-54 and 
then rose to 8.7% in the 65-74 group. 

In both sexes smokers recorded a significantly higher 
prevalence of persistent cough and sputum than non- 
smokers, and in the men smokers also appeared more 
liable to chest illnesses and breathlessness. The in- 
fluence of occupation, head colds, and previous chest 
illnesses is also considered. 

The results obtained in the men aged 55-64 who had 
never worked in mining or quarrying are compared with 
those found previously in a comparable group of non- 
miners living in an industrial town. The town dwellers 
appeared more liable to recurrent chest illnesses and they 
also had slightly more “ chronic bronchitis.” The over- 
all prevalence of respiratory symptoms and of ventilatory 
capacity, measured by the M.V.V. (indirect), was, how- 
ever, Surprisingly similar in the two groups. This is 
discussed in the light of their smoking habits ; and stress 
is laid on the necessity for standardizing for smoking 
habits in studies designed to evaluate the importance of 
atmospheric pollution as a cause of respiratory disease. 

While confirmation of these findings in different areas 
and over a wider age range is needed, the similarity in 
the pattern of respiratory symptoms and disability in non- 
miners in Leigh and in the Vale suggests that the 
industrial environment exerted a smaller effect on the 
general population than might have been anticipated. In 
assessing the importance of occupational factors as a 
cause of respiratory disease in a particular industry, 
therefore, a control group, such as we have used 
previously, of men of comparable age who have never 
worked in the industry but who live in the same neigh- 
bourhood may justifiably be employed provided there 
are no great differences in the smoking habits of the two 
groups. 

A respiratory flow meter, designed to record peak 
expiratory flow, was used. Although still in a develop- 
mental stage the correlation — =0.86) with the M.V.V. 
(indirect) in the men aged 55-64 appeared to justify 
the use of this instrument to measure the ventilatory 
capacity, and normal values for the men and women in 
the sample are given for each 10-year age group. 


I am grateful to my colleagues at the Pneumoconiosis Research 
Unit for their helpful advice and criticism, particularly to Dr. 
J. C. Gilson, Director of the Unit, Dr. A. L. Cochrane, epidemio- 
logist, and Mr, P. D. Oldham, for statistical help, and to my 
invariably cheerful and determined driver and companion, Mr. 
Hugh Bates. The diagrams were drawn by Mr. F. Moore, 
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THE ADVANTAGES OF 
GLOSSOPHARYNGEAL BREATHING 


BY 


J. R. HARRIES, M.D., M.R.C.P., D.C.H. 
D.T.M.&H. 
Physician 


AND 


E. LAWES, F.F.A.R.C.S., D.A., D.T.M.&H. 
Anaesthetist 


Respiratory Unit, King George V1 Hospital, Nairobi, Kenya 


The advantages of glossopharyngeal breathing (G.P.B.), 
or “frog breathing,” are widely known in the U.S.A. 
from the writings of Dail et al. (1955), and have recently 
been reported by Kelleher and Parida (1957). 

A year ago one of our patients was taught G.P.B. 
after he had been in the respiratory unit for 10 months. 
The improvement in his general and psychological con- 
dition has been so striking that we thought it might be of 
interest to readers elsewhere. 


The patient, a youth of 18, is totally paralysed from the 
neck down as a result of anterior poliomyelitis. Before 
he learned the technique he was pale-faced, thin, despondent, 
and limited to spending his days in a tank respirator, 
with a few minutes each day on a rocking bed. After 
mastering G.P.B. he could go home for six-hour periods. 
visit the cinema, travel by car many miles over the country- 
side at altitudes of nearly 7,000 ft. (2,130 m.), visit his friends, 
and lead a reasonably full social life. He is now a plump. 
sunburnt, healthy youngster who has learned to live with 
his physical handicap, though there has been no change in 
the degree of paralysis. 


Mechanism of Frog Breathing 


Frog breathing is a mode of breathing used by people 
with respiratory paralysis and sometimes by normal people 
to augment their vital capacity in underwater swimming 
(Dail et al., 1955). The tongue is the main organ of 
breathing. It is thought that the following steps con- 
stitute G.P.B. (Zumwalt er al., 1956). The lips are opened, 
the floor of the mouth is depressed, the palate elevated to 
close the nasopharynx, the larynx closed, and the oeso- 
phageal orifice shut. This enables a maximum amount of 
air to be accommodated in the buccal cavity. The lips are 
then closed: a small amount of air is lost during this 
manceuvre, and the air is trapped. The tongue is then 
pushed upwards and backwards, forcing the air into the 
pharynx. At this moment the larynx is opened and the 
air passes into the trachea, where it is trapped by closure 
of the larynx. This is the mechanism of each “ stroke.” 
About ten strokes are taken for each breath, and at the 
end of this breath the larynx is opened and the air 
expelled passively. 

Each stroke takes in approximately 60 ml. of air, 
each breath being about 600 ml. There are, of 
course, individual variations in frequency and stroke 
volume, though it is thought that the volume of each 
stroke should be at least 1%, of the expected vital capacity. 
Some patients use, in addition, a sucking mechanism to get 
air into the mouth and pharynx. This is especially so when 
the nose is used to frog-breathe while the mouth is kept 
closed. The detailed technique for teaching G.P.B. can 
be found in the Manual of Instruction published by the 
National Foundation for Infantile Paralysis. 

The advantages of G.P.B. may be divided into two main 
groups: physical and psychological. 


GLOSSOPHARYNGEAL BREATHING JOURNAL 


Physical Advantages 

The various advantages of frog breathing have been 
described fully by Dail ef al. (1955) and by Zumwalt er al. 
(1956). Briefly, G.P.B. improves the vital capacity, which 
in these severely paralysed patients equals the inspiratory 
capacity ; the coughing power is augmented, as evidenced by 
an increase in the maximum expiratory flow rate (M.E.F.); 
G.P.B. is a useful method, possibly the only effective method 
of chest stretching (Plum, 1957); physiotherapy, such as 
hydrotherapy and the use of tilt boards, is made more 
feasible, and, of course, long periods can be spent without 
any form of respiratory aid. 

G.P.B. cannot be taught in the presence of paralytic 
involvement of the tongue and pharyngeal muscles or con- 
current disease of the heart or lungs. The patient must 
have a desire to learn or much effort will be wasted. It 
can be learnt even if a tracheotomy tube has been inserted : 
the tube must be corked tightly, as the pressure developed in 
the trachea may blow the cork out. 

There are a few theoretical disadvantages to G.P.B. 
Air inhaled through the mouth is dry and irritating. This 
can be overcome by pulling in air through the nose. Our 
patient has mastered this technique. It may take a long 
time to learn, and after the method is learnt it may take 
weeks before any appreciable “ breathing ” time is acquired. 
Our patient took three weeks to learn, and it was two 
months before he could breathe two hours, but in a further 
two months this was increased to six hours. Although 
drinking is possible during G.P.B., eating should not be 
attempted in case a choking attack occurs, which may render 
the patient helpless. Theoretically, the increased intra- 
thoracic pressure may interfere with the venous filling of 
the right side of the heart (Dail ef ail., 1955), but we have 
noticed no alteration in pulse rate or blood pressure in 
our patient. This interference with venous filling is more 
likely to apply during maximum G.P.B., which, in any case, 
is carried out only a few times daily. 

During the 10-months period of observation our patient's 
vital capacity remained at 200 ml. His G.P.B. vital 
capacity is now 2,700 ml. and his M.E.F. 109 litres a 
minute. 

To illustrate the usefulness of the cough-augmenting 
power of G.P.B., our patient, while out for a ride, partially 
occluded his right bronchus with a plug of mucus. On 
his hurried return he was put in a tank, and with the help 
of maximum G.P.B. and positive pressure in the tank he 
was soon able to cough up the offending plug. 

Chest Stretching.—Before being taught to frog-breathe. 
our patient could spend only about five minutes on a rocking 
bed because of insufficient ventilation. He was rocked 
in the position of maximum efficiency, the rock being from 
the horizontal to the head-up position, the angle of the 
rock being about 40 degrees. By means of an inflatable 
belt applied to the abdomen below the umbilicus and timed 
to inflate as the head was reaching the horizontal, sufficient 
ventilation was obtained. This was the position until he 
learned to frog-breathe. After this he was able to spend 
several hours on the bed without other aid. His ventila- 
tion was adequate. This was calculated by means of the 
Radford nomogram and measured on a Benedict—Roth 
spirometer, using a nose-clip and a mouthpiece. The 
patient was instructed not to frog-breathe—this could be 
detected by observing the spirogram. We feel that the 
explanation of this increased ventilation was due to the 
fact that G.P.B. had stretched his lungs, so improving their 
compliance, though no actual measurements of compliance 
were made. 


Psychological Advantages 
Perhaps the most striking improvement in this patient 
was the change in his psychological outlook. The fear of 
dying from asphyxiation must constantly loom large upon 
the horizon of patients whose respiratory muscles are 
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paralysed. This is always in evidence if mechanical failures 
of respiratory apparatus develop or if the power fails. It 
can also be seen when using positive pressure through a 
face-mask when the tank has to be opened for the first 
time, and when weaning from respiratory aids is started. 
By learning frog breathing it might be said that the patient 
has taught himself to live and is no longer beset by 
fears of dying. After the initial psychological improvement 
due to removal of these fears further improvement develops 
through the sense of achievement from learning the tech- 
nique and in acquiring further breathing-time. Other fac- 
tors are the sense of freedom from respiratory aids and the 
ability to lead a fairly full social life. It is possible that 
some of the psychological improvement in our patient could 
be put down to the eventual acceptance of his position, but 
we feel that the dramatic coincidence with the ability to 
trog-breathe is against this. 

Chronic respiratory cripples confined to an_ institution 
live a far more circumscribed life than can be imagined 
by normal people. They have little interest beyond the 
four walls of their ward and at times show a remarkable 
ability to be petty and “take it out” of their attendants. 
Jealousies of attention given to other patients become a 
prominent feature of their reaction to their environment. 
This hostility reaction is, of course, not uncommon in many 
disabling diseases. It is of greatest importance to enlarge the 
small unchanging scene before them. In patients “ fixed” to 
a ward, social interests are confined to daily visits by friends 
and relatives, to routine talks, to cinema shows, and to 
occupational therapy. However, the main drawback to 
this existence is that they themselves are static, and it must 
be obvious to them that their own interests are due to 
artificial stimuli, dependent upon others. On the other 
hand, a patient who is independent of fixed respiratory aids 
becomes able to enjoy an ever-changing source of stimula- 
tion from outings in a wheelchair, car rides, etc. He 
now feels that although he is physically unable to move 
he is no longer utterly dependent upon the visitations 
of others to obtain the stimuli necessary for normal 
expression. 

Before learning G.P.B. our patient had frequent fits of 
depression with episodes of weeping several times a day. 
He was difficult to amuse, because his interests flitted from 
one thing to another. He had evidence of withdrawal, 
and as a rule did not encourage visitors other than his 
close family circle. He was thin, ate indifferently, and 
always had pains here and there. Since mastering the 
technique the weeping fits are a thing of the past. He 
spends considerable time reading, typing with a mouth- 
stick, and playing chess, and doing jigsaw puzzles, also 
with a mouth-stick. He is much less hostile and does not 
try to put “a spanner in the works,” except very occasion- 
ally. He is now pleased to see any visitors who might wish 
to see him. He eats well, rarely complains, and is plump 
and sunburnt. 

G.P.B. has so many advantages that we believe that the 
teaching of this technique is one of the most important 
advances made in the treatment of respiratory poliomyelitis 
in recent years. 


Summary 


A description of the mechanism of glossopharyngeal 
breathing is given. The disadvantages are briefly out- 
lined and a description of some of the physical and 
psychological advantages is given. 
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SPIROGRAPHIC STUDIES IN 
GLOSSOPHARYNGEAL BREATHING 


BY 
E. LAWES, F.F.A.R.C.S., D.A., D.T.M.&H. 


Anaesthetist 
AND 
J. R. HARRIES, M.D., M.R.C.P., D.C.H. 
D.T.M.&H. 
Physician 
Respiratory Unit, King George V1 Hospital, Nairobi, 
Kenya 


Glossopharyngeal breathing (G.P.B.) has been used in 
the U.S.A. and in Scandinavia as a substitute for the 
normal respiratory mechanism in patients with gross 
paralysis of the respiratory muscles and to augment the 
remaining ventilatory ability. It may also be used to 
improve the compliance of the lungs and chest and to 
aid the coughing power. 

This investigation was carried out to estimate the speed 
of air flow during expiration, which is important in 
coughing ; to estimate the effect of different positions on 
the efficacy of the method ; and to attempt to elucidate 
the peculiar characteristic features of the spirographic 
pattern. 

The subject of these tests was an 18-year-old European 
male who had complete paralysis of all spinal muscles 
except those of his neck and the right upper rectus 
abdominis. He had been taught to use G.P.B. after he 
had been paralysed for nine months. The tests were 
performed over a period of 10 months, beginning some 
six weeks after he had learned G.P.B. 

During the period of observation there was no 
improvement in the degree of paralysis, the vital capacity 
remaining at 200 ml. throughout this time. 


Methods 

Spirographs were obtained, using (1) the Sandborn meta- 
bulator or a Benedict-Roth spirometer at slow speeds, and 
(2) a high-speed kymograph (20 cm. in 10 seconds) with 
a spirometer similar to that described by Bernstein et al. 
(1952). Recordings were made in the semi-sitting and in 
the supine position both during spontaneous respiration and 
during G.P.B. 

During the tests the patient held the mouthpiece between 
his teeth, the nose being clipped. The spirometers were 
filled with a mixture of approximately 50%, air and 50%, 
oxygen. 

All the results are at ambient pressure and temperature, 
and saturated. The average atmospheric pressure was 
625 mm. Hg and the temperature 23-25° C. 

Measurements were made of the minute-volume, the 
vital capacity, the number of strokes per breath, the number 


of breaths per minute, and the speed of each stroke. The 
Results 
Spontaneous | Glossopharyngeal. 
espiration Breathing 


“| f Supine, 2,464 mi. 
Semi-sitting, 2,016 mi. 
ver | litre: 


Vital capacity | 200 mi 
Maximum expiratory flow) Over 100 ml.— 


| 151. min. | (a) Normal G.P.B,, 861. min. 
(b) Maximum G.P.B. effort: 
| | Sitting, 1091. min. 
| Supine,85-7 ,, 
Stroke volume .. 60 ml. approx 
duration wt Variable: 0-40-0-55 sec. 
No. of strokes per breath 10-12 
Respiratory rate .. | 24 min 6-8 min. le 
Tidal volume .. | 200 mi. | 600-660 mi. | Sandborn 
Minute-volume .. | 4,800 ,, | 4,800-$,200 mi. ee 
All vol are at bient temperature and pressure saturated. 
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speed of maximum expiratory air flow was measured during 
expiration following a “normal” glossopharyngeal breath 
and following a maximum glossopharyngeal effort. 

The results are given in the accompanying Table. 


Discussion 


Pattern of the Spirograph.—The presence of a mouth- 
piece and of a nose-clip and the resistance of the spiro- 
meter interfered to some extent, and the figures shown 
therefore probably do not represent the true performance. 
Previous spirographic recordings of G.P.B. on a Sandborn 
metabulator (Dail et al., 1955: Zumwalt et al., 1956) show 

the same pattern as 
OT did ours as illus- 
trated in Fig. 1. 
The characteristic 
pattern appears to 
be a comparatively 
large initial inspi- 
ration followed by 
smaller saw-tooth 
inspirations. 

The fast record- 
ing kymograph 
(Fig. 2) brings out 
in detail his char- 
acteristic saw-tooth 
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effect. It is possible 
that the expiratory 
part of the saw- 
tooth is caused by 
the expulsion of a 


ik (te small part of the 
pi air trapped in the 


mouth when the 
piston action of the 
Pio. 1. Spirogram of G.P.B. in the tongue takes place 


supine position showing, from left to 
right. “normal” G.P.B. a maximum  %¢ the beginning of 
G.P.B., and spontaneous respiration. the inspiratory 


Fic, 2.—High-speed spirogram (20 cm. & sec.) showing the 
characteristic pattern of G.P.B. 


> 


gulp. A thread held in front of the mouth during G.P.B. 
shows that some air is expelled just before the lips are closed. 

Vital Capacity-The predicted vital capacity for the 
patient—height 5 ft. 10 in. (178 cm.), weight 130 Ib. (S9kg.)}— 
based on West's (1920) normal values, is approximately 
4.350 ml. The patient's vital capacity when breathing 
spontaneously is less than 5% of this. If the maximum 
glossopharyngeal effort can be compared with the vital 
capacity, then G.P.B. in the supine position increases the 
figure to more than 50°, of the predicted normal. In nor- 
mal subjects the vital capacity is greater when sitting than 
when recumbent. In our patient the glossopharyngeal 
“vital capacity” in the supine position was some 400 ml. 


more than in the semi-sitting position. We feel that this 
apparent paradox is explained by the fact that in these 
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respiratory cripples only the inspiratory fraction of the 
vital capacity is present, as can be seen from Fig. 1. The 
inspiratory capacity in normal people is reduced when the 
position is changed from sitting to lying. Whitfield ef al. 
(1950) found this reduction to be some 319 ml. in normal 
adults. The patient's explanation was that “his abdomen 
got in the way” in the semi-sitting position. Kaltreider 
et al. (1938), examining 50 normal males aged 18-36, found 
an inspiratory capacity ranging from 2,410 to 4,930 ml. 
with a mean of 3,790 ml., at 37° C. saturated in the re- 
cumbent position. The figures given by our patient would 
suggest that G.P.B. had almost restored the patient's 
inspiratory capacity to normal. 

Maximum Expiratory Flow.—-During spontaneous respira- 
tion the maximum expiratory flow could be measured only 
over 100 ml., but this flow was much less than the expiratory 
flow rate during a normal respiration, and was only 3.75% 
of the mean maximum expiratory flow of a normal adult. 
This serves to illustrate the handicap from which these 
patients suffer during coughing. During G.P.B. the maxi- 
mum expiratory flow improved considerably—that is, 109 
l/min. in the sitting position—though this is much less than 
the normal (400 L./min.). As the effectiveness of a cough 
is partially dependent upon the maximum expiratory flow 
the advantage of a respiratory cripple’s ability to perform 
G.P.B. is evident. The maximum expiratory flow was 
greater when sitting. The vital capacity, as had been noted, 
was reduced in this position. 

Stroke Volume and Duration of Stroke.-Dail et al. 
(1955) suggest that G.P.B. requires a stroke of volume of at 
least 1°, of the predicted vital capacity and that the efficacy 
of this method is increased when less time is taken to com- 
plete each stroke. The time for each stroke in their patients 
was in the range 0.3 to 1 second. The stroke volume for 
our patient was 1.38% of the predicted vital, capacity, each 
stroke being accomplished within a period varying from 
0.4 to 0.55 second. 

Tidal Volume, Minute-Volume, and Respiratory Rate.— 
Our patient is unable to breathe spontaneously for more 
than a few minutes at a time. The ventilation required 
during spontaneous respiration calculated from the Radford 
nomogram (Radford ef al., 1954) at this altitude (5,260 ft. 
1,585 m.) at a respiratory rate of 24 would be 8,232 ml./ 
min. ; as can be seen from the Table, he is unable to do 
much more than 50% of this. At respiratory rates of 6 
and 8 the required minute-volumes are 5,100 mil. and 
5,880 ml. respectively. During G.P.B. he can provide him- 
self with minute-volumes of approximately 4,800 to 
5.200 ml. at these slower respiratory rates. The lower 
figures recorded by us might partly be due to the increased 
resistance of the mouthpiece and of the spirometer, coupled 
with the fact that the patient normally performs G.P.B. 
through his nose and mouth, whereas during the recordings 
he was able to breathe only through his mouth. This im- 
provement of ventilation is amplified by the fact that he 
can breathe without an aid for some six hours at a time 
and has travelled by car for short periods at altitudes of 


6.400 ft. (1,950 m.). 
Summary 
Spirographic recordings of glossopharyngeal breathing 
on slow and fast recording kymographs are presented. 
The improvement of the vital capacity and of the maxi- 
mum expiratory flow rate due to glossopharyngeal 
breathing is demonstrated. 
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SEROLOGICAL RESPONSE OF 
CHILDREN TO A THIRD DOSE OF 
POLIOMYELITIS VACCINE 


A REPORT TO THE MEDICAL RESEARCH 
COUNCIL* 


In 1956 a study was made of the antigenic activity of 
British poliomyelitis vaccine in a group of 196 children 
who, at the time of their first dose of vaccine, had no 
detectable antibodies to any of the three types of polio- 
myelitis virus (Medical Research Council, 1957). Three 
batches of vaccine, Nos. 4, 5, and 6, prepared by the 
Glaxo Laboratories, were used in the study. The 
children were given two doses, each of | ml., separated 
by an interval of four weeks, and sera were taken on the 
average two weeks after the second dose. All the 
children, except two, produced neutralizing antibodies to 
all three types of poliomyelitis virus. 

A further study has now been made, with some of the 
children from the same group, to determine the antibody 
decline after primary immunization and the antibody 
response to a third injection of poliomyelitis vaccine 
given eight to eleven months after the second dose. 


Methods 


Vaccines._-Two batches of vaccine, Nos. 7 and 10, pre- 
pared by the Glaxo Laboratories were used for the third 
injection, approximately the same number of children being 
injected with each batch. Both batches were tested in 
rhesus monkeys by the routine method (Biological Stan- 
dards Control Laboratory, 1957) and shown to have simi- 
lar antigenic activities and of the same order as those used 
for the primary course of immunization. 

Schedule.—Of the 196 children taking part in the previ- 
ous study, 107 were given a third dose of vaccine: 15 from 
London, 18 from Manchester, 37 from Central Scotland, 18 
from Sheffield, and 19 from Southend-on-Sea. Each child 
had a sample of blood taken eight to eleven months after 
the primary course of immunization and on the same day 
1 ml. of vaccine was injected into the left deltoid muscle. 
Two to three weeks later another blood sample was taken. 

Titration of Sera.-Sera, which were inactivated at 56° C. 
for 30 minutes and stored at —10° C., were titrated by the 
method already described (Medical Research Council, 1957). 
For each subject the sera taken before and after the third 
dose were titrated in the same test together with the serum 
taken after the second dose. In this way it was possible to 
make a valid comparison of antibody levels at various stages 
of immunization. The values obtained from the repeat titra- 
tions of the sera taken after the second dose were similar 
to those obtained previously. It was also possible to re- 
titrate 58 of the 107 sera taken before the first injection of 
vaccine. These sera were originally titrated at a dilution 
of 1/8, and those showing no neutralization at this level for 
all three types of virus were considered “triple negative.” 
It has been suggested that titration at such a level might not 
exclude all children devoid of a basal immunity and that 
higher concentrations of sera should have been tested. The 
58 sera were therefore retested by mixing undiluted serum 
with virus suspension—that is, at a dilution of 1/2. With 

*Children were immunized and sera collected by Dr. A. M. 
Peach and Dr. R. H. R. White (London); Dr. P. B. Stones and 
the medical staff of Health (Manchester); Dr. 
J. D. Finlayson, Dr. M. Jamieson, Dr. C. McLeod, and 
Dr. B. R. Nisbet (Scotland) Dr. J. Rendle. Short (Sheffield) ; 
Dr. J. Stevenson Logan, Dr. A. D. Macrae, and Dr. Gladys 
Neill (Southend-on-Sea). idem investigations were made 
re A. J. Ferguson, Dr. F. T. Perkins, Mrs. K. Russell, Dr. 

O'H. Tobin, and Miss R. Yetts, of the Biological Standards 
Control Laboratory, +e The results were analysed and 
the report prepared by Dr. F. T. Perkins. 
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only three sera was neutralization found to occur at this 
dilution, and in each case neutralization was with one virus 
type only which, it was found, was not neutralized with a 
serum dilution of 1/4. With none of these three children 
was the response to the initial immunization more than the 
mean value for the group. We therefore feel justified in 
regarding the children used in the study as being originally 
“triple negative.” 


Of the 107 children who were given the third dose of 
vaccine, seven were excluded from the analysis, since their 
antibody level to a particular type at this time was much 
greater than after the second dose, indicating infection by 
poliomyelitis virus during the period between these doses. 
Of these children, two showed an increase in type 1 titre 
from 64 and 256 to >8,192, one an increase in type 2 from 
128 to >8.192, and four an increase in type 3 from 16, 16, 
32, and 1,024 to 2,048, 2,048, >8,192, and >8,192 respec- 
tively. Thus, in the final analysis the results from 100 
children were used. 

Fig. 1 shows the individual titres for each type at the 
three different stages during immunization. It is evident that 
the decline in antibody titres during the period between the 
second and third doses was least with type 2 in which the 
geometric mean titre for the whole group fell from 283 to 
166, a 1.7-fold decrease, and only one serum had a titre of 
less than 4 at the time of the third dose. With type 1 the 
geometric mean titre fell from 78 to 14, a 5.6-fold decrease, 
and 31 children gave titres of 4 or less at the time of the 
thitd dose, including seven who had titres of 4 after the 
second dose. With type 3 the geometric mean titre fell 
from 113 to 19, a sixfold decrease, and 20 children gave 
titres of 4 or less at the time of the third dose. 

It is also evident from Fig. 1, considering the group as a 
whole, that the third injection of vaccine gave a substantial 
antibody response to each of the three types. The increase 
in mean antibody titres for type 1 was from 14 to 1,886, 
for type 2 it was from 166 to 27,560, and for type 3 it was 
from 19 to 7,080. 

A more detailed analysis of the effect of the third dose is 
shown in Fig. 2, which gives for each child the antibody titres 
before and after the third dose of vaccine. All children 
except three gave an antibody response to all three types, 
although the degree of response varied considerably with the 
individual child. Of the three exceptions each responded to 


Serological Responses of Children to Two and Three Doses of 
Poliomyelitis Vaccine 


Batch of | Geometric Mean Antibody Titre of 


Vaccine Used No. of | Virus Serataken: 

| ype After Before | After 
| |Second Dose | Third Dose | Third Dose 

+ 2 "1,146 

4 3 314 128 22/940 

3 91 14 3,520 

1 67 13 1,998 

mil 3 229 214 17:370 

3 107 19 

f ! 148 18 2,928 

6 33 <j 2 278 148 29,480 

155 25 15,300 


| 
* Three of the 100 children were excluded from thi this s analysis as they received 


different batches for their first and second 


all but one type for which they already had a high antibody 
level. There was also considerable variation in the antibody 
levels reached after the third dose; for type 2 no child 
gave a titre of less than 256, whereas for types | and 3 there 
were 13 and 3 respectively giving titres of less than 256. It 
is interesting to note that of these poor responders to types 
1 and 3 there was one child who gave the lowest titre to 
types 1 and 3—namely, 4 and 32——and also the lowest titre 
of 256 to type 2. Of the remaining poor responders to types 
1 and 3, all responded well to the other components. 
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speed of maximum expiratory air flow was measured during 
expiration following a “normal” glossopharyngeal breath 
and following a maximum glossopharyngeal effort. 

The results are given in the accompanying Table. 


Discussion 


Pattern of the Spirograph.—The presence of a mouth- 
piece and of a nose-clip and the resistance of the spiro- 
meter interfered to some extent, and the figures shown 
therefore probably do not represent the true performance. 
Previous spirographic recordings of G.P.B. on a Sandborn 
metabulator (Dail et al., 1955: Zumwalt et al., 1956) show 

the same pattern as 
trated in Fig. 1. 
The characteristic 
j pattern appears to 
j be a comparatively 
large initial inspi- 
ration followed by 
smaller saw-tooth 
inspirations. 

The fast record- 
ing kymograph 
(Fig. 2) brings out 

‘ in detail his char- 

acteristic saw-tooth 
effect. It is possible 

li! f that the expiratory 
sit! part of the saw- 
iff 8 tooth is caused by 
the expulsion of a 

’ small part of the 
fer ad i 
air trapped in the 


ies mouth when the 
— piston action of the 


Fic. 1.—Spirogram of G.P.B. in the tongue takes place 
supine position showing, from left to at the begi af f 
right. “normal” G.P.B.. a maximum att e ginning o 

G.P.B., and spontaneous respiration. the inspiratory 


Ftc, 2.—High-speed spirogram (20 cm. per sec.) showing the 
characteristic pattern of GPs 


gulp. A thread held in front of the mouth during G.P.B. 
shows that some air is expelled just before the lips are closed. 

Vital Capacity—-The predicted vital capacity for the 
patient—height 5 ft. 10 in. (178 cm.), weight 130 Ib. (S9kg.)— 
based on West's (1920) normal values, is approximately 
4.350 ml. The patient's vital capacity when breathing 
spontaneously is less than 5% of this. If the maximum 
glossopharyngeal effort can be compared with the vital 
capacity, then G.P.B. in the supine position increases the 
figure to more than 50°, of the predicted normal. In nor- 
mal subjects the vital capacity is greater when sitting than 
when recumbent. In our patient the glossopharyngeal 
“ vital capacity” in the supine position was some 400 ml. 
more than in the semi-sitting position. We feel that this 
apparent paradox is explained by the fact that in these 


GLOSSOPHARYNGEAL BREATHING 
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respiratory cripples only the inspiratory fraction of the 
vital capacity is present, as can be seen from Fig. 1. The 
inspiratory capacity in normal people is reduced when the 
position is changed from sitting to lying. Whitfield er al. 
(1950) found this reduction to be some 319 ml. in normal 
adults. The patient's explanation was that “his abdomen 
got in the way” in the semi-sitting position. Kaltreider 
et al. (1938), examining 50 normal males aged 18-36, found 
an inspiratory capacity ranging from 2,410 to 4,930 ml., 
with a mean of 3,790 ml., at 37° C. saturated in the re- 
cumbent position. The figures given by our patient would 
suggest that G.P.B. had almost restored the patient's 

inspiratory capacity to normal. 

Maximum Expiratory Flow.-During spontaneous respira- 
tion the maximum expiratory flow could be measured only 
over 100 ml, but this flow was much less than the expiratory 
flow rate during a normal respiration, and was only 3.75%. 
of the mean maximum expiratory flow of a normal adult. 
This serves to illustrate the handicap from which these 
patients suffer during coughing. During G.P.B. the maxi- 
mum expiratory flow improved considerably—that is, 109 
l/min. in the sitting position—-though this is much less than 
the normal (400 L./min.). As the effectiveness of a cough 
is partially dependent upon the maximum expiratory flow 
the advantage of a respiratory cripple’s ability to perform 
G.P.B. is evident. The maximum expiratory flow was 
greater when sitting. The vital capacity, as had been noted. 
was reduced in this position. 

Stroke Volume and Duration of Stroke-—-Dail et al. 
(1955) suggest that G.P.B. requires a stroke of volume of at 
least 1%, of the predicted vital capacity and that the efficacy 
of this method is increased when less time is taken to com- 
plete each stroke. The time for each stroke in their patients 
was in the range 0.3 to 1 second. The stroke volume for 
our patient was 1.38% of the predicted vital, capacity, each 
stroke being accomplished within a period varying from 
0.4 to 0.55 second. 

Tidal Volume, Minute-Volume, and Respiratory Rate.— 
Our patient is unable to breathe spontaneously for more 
than a few minutes at a time. The ventilation required 
during spontaneous respiration calculated from the Radford 
nomogram (Radford et al., 1954) at this altitude (5,260 ft. 
1,585 m.) at a respiratory rate of 24 would be 8,232 ml./ 
min. ; as can be seen from the Table, he is unable to do 
much more than 50% of this. At respiratory rates of 6 
and 8 the required minute-volumes are 5,100 ml. and 
5,880 ml. respectively. During G.P.B. he can provide him- 
self with minute-volumes of approximately 4,800 to 
5.200 ml. at these slower respiratory rates. The lower 
figures recorded by us might partly be due to the increased 
resistance of the mouthpiece and of the spirometer, coupled 
with the fact that the patient normally performs G.P.B. 
through his nose and mouth, whereas during the recordings 
he was able to breathe only through his mouth. This im- 
provement of ventilation is amplified by the fact that he 
can breathe without an aid for some six hours at a time 
and has travelled by car for short periods at altitudes of 


6.400 ft. (1,950 m.). 
Summary 
Spirographic recordings of glossopharyngeal breathing 
on slow and fast recording kymographs are presented. 
The improvement of the vital capacity and of the maxi- 
mum expiratory flow rate due to glossopharyngeal 
breathing is demonstrated. 
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SEROLOGICAL RESPONSE OF 
CHILDREN TO A THIRD DOSE OF 
POLIOMYELITIS VACCINE 


A REPORT TO THE MEDICAL RESEARCH 
COUNCIL* 


In 1956 a study was made of the antigenic activity of 
British poliomyelitis vaccine in a group of 196 children 
who, at the time of their first dose of vaccine, had no 
detectable antibodies to any of the three types of polio- 
myelitis virus (Medical Research Council, 1957). Three 
batches of vaccine, Nos. 4, 5, and 6, prepared by the 
Glaxo Laboratories, were used in the study. The 
children were given two doses, each of | ml., separated 
by an interval of four weeks, and sera were taken on the 
average two weeks after the second dose. All the 
children, except two, produced neutralizing antibodies to 
all three types of poliomyelitis virus. 

A further study has now been made, with some of the 
children from the same group, to determine the antibody 
decline after primary immunization and the antibody 
response to a third injection of poliomyelitis vaccine 
given eight to eleven months after the second dose. 


Methods 


Vaccines._-Two batches of vaccine, Nos. 7 and 10, pre- 
pared by the Glaxo Laboratories were used for the third 
injection, approximately the same number of children being 
injected with each batch. Both batches were tested in 
rhesus monkeys by the routine method (Biological Stan- 
dards Control Laboratory, 1957) and shown to have simi- 
lar antigenic activities and of the same order as those used 
for the primary course of immunization. 

Schedule.—-Of the 196 children taking part in the previ- 
ous study, 107 were given a third dose of vaccine: 15 from 
London, 18 from Manchester, 37 from Central Scotland, 18 
from Sheffield, and 19 from Southend-on-Sea. Each child 
had a sample of blood taken eight to eleven months after 
the primary course of immunization and on the same day 
1 ml. of vaccine was injected into the left deltoid muscle. 
Two to three weeks later another blood sample was taken. 

Titration of Sera._-Sera, which were inactivated at 56° C. 
for 30 minutes and stored at —10° C., were titrated by the 
method already described (Medical Research Council, 1957). 
For each subject the sera taken before and after the third 
dose were titrated in the same test together with the serum 
taken after the second dose. In this way it was possible to 
make a valid comparison of antibody levels at various stages 
of immunization. The values obtained from the repeat titra- 
tions of the sera taken after the second dose were similar 
to those obtained previously. It was also possible to re- 
titrate 58 of the 107 sera taken before the first injection of 
vaccine. These sera were originally titrated at a dilution 
of 1/8, and those showing no neutralization at this level for 
all three types of virus were considered “triple negative.” 
It has been suggested that titration at such a level might not 
exclude all children devoid of a basal immunity and that 
higher concentrations of sera should have been tested. The 
58 sera were therefore retested by mixing undiluted serum 
with virus suspension—that is, at a dilution of 1/2. With 

*Children were immunized and sera collected by Dr. A. M. 
Peach and Dr. R. H. R. White (London); Dr. P. B. Stones and 
the medical staff of the Health Department (Manchester); Dr. 
J. D. Finlayson, Dr. W. M. Jamieson, Dr. R. C. McLeod, and 
Dr. B. R. Nisbet (Scotland); Dr. J. Rendle-Short (Sheffield) ; 
Dr. J. Stevenson Logan, Dr. A. D. Macrae, and Dr. Gladys 
Neill (Southend-on-Sea). Laboratory investigations were made by 
Miss A. J. Ferguson, Dr. F. T. Perkins, Mrs. K. Russell, Dr. 
J. O'H. Tobin, and Miss R. Yetts, of the Biological Standards 
Control Laboratory, Hampstead. The results were analysed and 
the report prepared by Dr. F. T. Perkins. 
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only three sera was neutralization found to occur at this 
dilution, and in each case neutralization was with one virus 
type only which, it was found, was not neutralized with a 
serum dilution of 1/4. With none of these three children 
was the response to the initial immunization more than the 
mean value for the group. We therefore feel justified in 
regarding the children used in the study as being originally 
“triple negative.” 


Results 


Of the 107 children who were given the third dose of 
vaccine, seven were excluded from the analysis, since their 
antibody level to a particular type at this time was much 
greater than after the second dose, indicating infection by 
poliomyelitis virus during the period between these doses. 
Of these children, two showed an increase in type 1 titre 
from 64 and 256 to >8,192, one an increase in type 2 from 
128 to >8,.192, and four an increase in type 3 from 16, 16, 
32, and 1,024 to 2,048, 2,048, >8,192, and >8,192 respec- 
tively. Thus, in the final analysis the results from 100 
children were used. 

Fig. 1 shows the individual titres for each type at the 
three different stages during immunization. It is evident that 
the decline in antibody titres during the period between the 
second and third doses was least with type 2 in which the 
geometric mean titre for the whole group fell from 283 to 
166, a 1.7-fold decrease, and only one serum had a titre of 
less than 4 at the time of the third dose. With type | the 
geometric mean titre fell from 78 to 14, a 5.6-fold decrease, 
and 31 children gave titres of 4 or less at the time of the 
third dose, including seven who had titres of 4 after the 
second dose. With type 3 the geometric mean titre fell 
from 113 to 19, a sixfold decrease, and 20 children gave 
titres of 4 or less at the time of the third dose. 

It is also evident from Fig. 1, considering the group as a 
whole, that the third injection of vaccine gave a substantial 
antibody response to each of the three types. The increase 
in mean antibody titres for type 1 was from 14 to 1,886, 
for type 2 it was from 166 to 27,560, and for type 3 it was 
from 19 to 7,080. 

A more detailed analysis of the effect of the third dose is 
shown in Fig. 2, which gives for each child the antibody titres 
before and after the third dose of vaccine. All children 
except three gave an antibody response to ali three types, 
although the degree of response varied considerably with the 
individual child. Of the three exceptions each responded to 


Serological Responses of Children to Two and Three Doses of 
Poliomyelitis Vaccine 


Batch of Geometric Mean Antibody Titre of 


Vaccine Used No. of | Virus ratsken: 

ype After Before After 
Smeaton | Second Dose | Third Dose | Third Dose 

4 3 314 128 22/940 

3 14 3,520 

1 67 13 1,998 

$ 27 < 2 229 214 17,370 

3 107 19 8,870 

148 18 2,928 

6 33 ¢ 2 278 148 29,480 

3 155 25 15,300 


* Three of the 100 children were excluded from this analysis as they received 


all but one type for which they already had a high antibody 
level. There was also considerable variation in the antibody 
levels reached after the third dose; for type 2 no child 
gave a titre of less than 256, whereas for types 1 and 3 there 
were 13 and 3 respectively giving titres of less than 256. It 
is interesting to note that of these poor responders to types 
1 and 3 there was one child who gave the lowest titre to 
types 1 and 3—namely, 4 and 32—-and also the lowest titre 
of 256 to type 2. Of the remaining poor responders to types 
1 and 3, ali responded well to the other components. 


; 


1208 Nov. 23, 1957 RESPONSE TO POLIOMYELITIS VACCINE a. i 
An analysis was made to determine whether the three in antigenic activity between the three batches, although 
different batches of vaccine used for the primary immuniza- there is some indication that batch 6 might have been 
tion differed in their ability to produce a basal immunity _ slightly more potent in all three components than the others. 
which might be reflected in the degree of response to the 
third injection. It was possible to do this, even though two Conclusions 
different batches of vaccine were used for the third injection, It is evident from the results of this study that a third 
as they were evenly distributed between the groups of — injection of poliomyelitis vaccine given to children eight to 
children receiving the three batches for the primary course. eleven months after the primary course produced a sub- 
The results of this analysis are given in the accompanying stantial antibody response to all three components of the 
Table, and indicate that there were no striking differences vaccine. The responses in many of the children were as good 
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Fic. 1.—Antibody levels in children after two and three doses of iomyelitis vaccine. Fic. 2.—Indivi i 
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as those which occur in children as a result of infection with 
poliomyelitis virus. These findings are similar to those 
already reported from America by Salk (1956) and Brown 
and Smith (1956). 

It should be noted, however, that during the period 
between the primary course of immunization and the third 
injection a decline in antibody level occurred which was 
especially marked in the case of types 1 and 3, resulting in 
a high proportion of children with titres of 4 or less at the 
time of the third dose. In some of these children the 
response to the third dose of vaccine was poor; especially 
with type 1, and it is proposed to study, with those children 
in the original group who did not receive the third injection. 
the question of whether the chance of a poor response is 
increased the longer one waits before giving a third dose. 

It is also intended to follow up those children who have 
already received the third dose, to determine to what extent 
their antibody levels are maintained over the next few years. 


Summary 


A study was made in a group of 100 children who 
initially had no detectable poliomyelitis antibodies, to 
determine the decline in antibody level after immuniza- 
tion with two doses of poliomyelitis vaccine, and the 
response to a third dose of vaccine given eight to eleven 
months after the second dose. 

The decline in antibody level was greatest with types 
1 and 3, resulting in a high proportion of children with 
low titres at the time of the third injection. 

In the majority of children a substantial antibody 
response to all three types was obtained to the third 
injection of vaccine. 

Those responsible for this study are grateful to the parents who 
consented to allow their children to take part and also thank the 
Ministry of Health for the supply of poliomyelitis vaccine. 
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UNHERALDED PULMONARY EMBOLISM 


BY 
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Senior Medical Registrar, Royal Hospital, Sheffield 


AND 


J. J. DALY, M.B., M.R.C.P. 
Medical Registrar, Royal Hospital, Sheffield 


Pulmonary embolism is a common disease which 
accounts for 2 to 3% of all deaths in hospital (Brooks, 
1952). It is suspected when a patient has acute chest 
symptoms either post-operatively or after prolonged 
bed rest. It can, however, occur in patients who appear 
to be fit, are active, and have no signs of venous 
thrombosis (Hampton ef al., 1945), and in these patients 
diagnosis is difficult, as the clinical picture frequently 
resembles pneumonia. 

The object of this report is to describe 10 cases, eight 
of which had unheralded pulmonary embolism as 
described above. The remaining two patients had no 
signs of venous thrombosis when first seen, but had been 
at rest in bed for about a week before they developed 
chest symptoms. Such a short period of bed rest is not 
generally associated with venous thrombosis. 


Case 1 
A woman aged 21, who worked as a machinist, was ad- 
mitted to hospital on November 23, 1955, with a history . 


of left-sided chest pain for eight days. One month pre- 
viously she had a similar pain on the right side of her 
chest for three days. Fever was present on both occasions 
and there was no history of haemoptysis. A day before 
admission she complained of a dry cough. Her weight had 
been steady. At the onset of the last attack penicillin was 
given. She had been working between the two episodes of 
pleurisy. Her past health had been good and there was no 
history of chest illness in the family. 

Physical examination revealed a pale girl, not distressed, 
with a temperature of 100° F. (37.8° C.). There was no 
evidence of phlebitis in her legs. Examination of the chest 
disclosed signs of collapse at the left base. The cardio- 
vascular system appeared normal with a blood pressure of 
110/80. Treatment was started with analgesics and intra- 
muscular penicillin. 

Investigations.—Chest x-ray examination showed elevated 
left leaf of diaphragm. Blood count : Haemoglobin, 50% ; 
red cells, 4,290,000 per c.mm.; white cells, 7,000 per c.mm. 
(normal differential); E.S.R. (Westergren), 98 mm. in one 
hour. Mantoux positive at 1/10,000. Specimens of gastric 
juice were collected for examination for tubercle bacilli. 

The pain subsided but the fever continued. On November 
27 there were signs of a left pleural effusion. The fluid was 
turbid, contained polymorphs and lymphocytes, and culture 
was sterile. Streptomycin, 5 g, twice daily, and isoniazid, 
200 mg. twice daily, in divided doses, were substituted for 
penicillin, On December 3 she called for a bed-pan, com- 
plained of feeling faigt, collapsed, and died. 

Necropsy Findings.—There was a left pleural effusion of 
1.200 ml. This was yellow but mixed with blood. Strad- 
dling the bifurcation of the pulmonary artery was a coiled 
mass of ante-mortem thrombus showing branching. Further 
down the right pulmonary artery a small thrombus was 
noted adherent to the vessel wall. A yellowish-brown firmly 
adherent clot was seen in the left pulmonary artery. Both 
were associated with established infarcts. Extensive dissec- 
tion of the leg veins revealed no ante-mortem thrombus, 

Comment.—This case illustrates several important fea- 
tures. The patient had been active before the onset of her 
symptoms. Between the episodes of pleurisy she was work- 
ing. At no time was there any clinical evidence of phlebitis. 
Her cough had never been productive and there appeared 
to be no response to antibiotics. At necropsy the appear- 
ance of the ante-mortem clot suggested an embolus, and 
there was no evidence of thrombosis in the calf veins. 


Case 2 


A miner aged 54 was admitted to hospital on May 5, 
1955, with a history of intermittent chest pain for one year. 
The first attack was right-sided and lasted three days. He 
then remained well until March, 1956, when one night he 
awoke with severe retrosternal pain radiating to the left 
and associated with breathlessness and tightness in his chest. 
Three weeks later he experienced pleural pain on the left 
side. The next incident, 11 days later, was right-sided and 
accompanied by haemoptysis, Two days before admission 
he experienced right-sided chest pain, again with haemo- 
ptysis, During the five weeks before admission he was 
breathless on moderate exertion. At no time was cough 
a prominent feature. During each illness he was febrile, 
and with the last three attacks he had been given penicillin, 
oxytetracycline, and streptomycin. There was no family 
history of chest illness, and his general health in the past 
had been good. 

Examination revealed an ill, cyanosed, breathless man, in 
pain and with a temperature of 101° F. (38.3° C.). Move- 
ment was diminished and rales were heard over both lung 
bases. There was no evidence of heart failure and the blood 
pressure was 120/70. Examination of his legs revealed no 
evidence of thrombophlebitis. 
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Investigations.—-Chest x-ray report (Dr. N. A. Lewtas) 
was as follows : “ Lung fields : There are bilateral pleural 
effusions. There is an opacity lying peripherally in the left 
mid-zone which does not appear to be of segmental dis- 
tribution and is very suggestive of an infarct.” The E.C.G. 
was normal. Blood count: Haemoglobin, 96%, ; white cells, 
12,000 per c.mm., with normal differential ; E.S.R. (Wester- 
gren), 90 mm. in one hour. 

Treatment was started with anticoagulants, penicillin, and 
streptomycin. The patient improved over the course of a 
week and became afebrile. Prior to discharge on June 15 
he was up and about and symptom-free. Chest x-ray exam- 
ination at that time revealed a small residual shadow at the 
left costophrenic angle. 

Comment.—This patient had five acute attacks of chest 
pain in a year. Between attacks he was well apart from 
breathlessness on moderate exertion just before admission. 
He had never had clinical evidence of venous thrombosis. 
His sputum was not purulent on any occasion, There ap- 
peared to be no response to antibiotics, and it was not 
until he was given anticoagulants that his condition im- 
proved and no further attacks occurred. 


Case 3 


A man aged 76 was admitted to hospital on May 30, 1955, 
complaining of sudden onset of abdominal pain 12 hours 
previously, The pain was generalized, but was more severe 
in the left loin and worse on breathing. Two weeks pre- 
viously he had experienced a similar attack. Prior to this 
his health had been good. 

Physical examination revealed an ill man with a tempera- 
ture of 100° F. (37.8° C.). Moist sounds were present at 
both bases. The blood pressure was 190/90. There were no 
abnormal signs in his abdomen and no evidence of venous 
thrombosis in his legs. Pleurisy was diagnosed and the 
patient was treated with penicillin and sulphadimidine. X- 
ray examination of the chest showed shadowing at both 
bases and evidence of an effusion in the region of the hori- 
zontal fissure. 

The patient continued to experience pain, which had 
spread to his left shoulder. An intermittent fever was present. 
On June 13 he collapsed and died. 

Necropsy Findings.—-There were fibrinous adhesions over 
the lower lobe of the right lung. Both pulmonary arteries 
contained coiled pieces of ante-mortem thrombi. An infarct 
was present in the upper part of the right middle lobe. 
There was congestion at both bases. No evidence of throm- 
bosis was found in the legs. 

Comment.—-This patient's illness consisted of two attacks 
of pleurisy associated with persistent fever. Abdominal 
pain was the presenting feature. There was no response 
to chemotherapy. No evidence of venous thrombosis was 
found at necropsy. 

Case 4 

A man aged 43 was admitted to the Royal Infirmary, 
Sheffield, on April 30, 1952. He had been well until two 
weeks previously, when pain developed in the left side of his 
chest and in his left loin. He had recurrent attacks of 
pain and haemoptysis during these two weeks. The past 
history was not recorded. 

Physical examination revealed that he was shocked. B.P. 
90/70. There were no signs of heart failure. He was 
febrile—temperature 100° F. (37.8° C.). The breath sounds 
were diminished at the left base. There was no tenderness 
of the calves or swelling of the legs. An E.C.G. showed 
a Q wave and an inverted T wave in standard lead III. 
He collapsed and died shortly after admission. 

Necropsy Findings.—The right ventricle was dilated. At 
the bifurcation of the pulmonary artery, and extending for 
a short distance into the right branch and for a long way 
into the left branch and its subdivisions, lay a greyish-red, 
firm, coiled pulmonary embolus completely occluding the 
vascular lumen. There was ante-mortem thrombus in the 
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At the base of the left lung there was 


left femoral vein. 
Both pleural cavi- 


a dark-red, friable haemorrhagic infarct. 
ties appeared normal. 

Comment.—The clinical picture, consisting of peripheral 
circulatory failure, chest pain, and an electrocardiographic 
abnormality in a man of 43 who was active until the onset 
of his illness, was suggestive of coronary thrombosis, and 
quite unlike that usually associated with pulmonary 
embolism. 

Case 5 

A male clerk aged 56, previously fit, developed pain in 
his left groin, radiating to the right groin, and shooting down 
his right leg. His left testicle became swollen, but not his 
legs. He was admitted to the surgical wards of another hos- 
pital on July 20, 1956, and a diagnosis of acute epididymo- 
orchitis was made. Staphylococcus aureus was grown on 
culture of his urine, and he was treated with chloram- 
phenicol. He remained in bed in hospital for one week 
and was discharged on July 28, the pain and testicular swe!l- 
ing having gone. However, treatment with chloramphenicol! 
was continued. At home, he stayed in bed for about half 
the day and for the remainder rested in an armchair. Four 
days after discharge from hospital he developed a severe 
pleural pain in the left side of his chest. The onset was 
not dramatically sudden: it was about four hours before the 
pain became severe. He had a slight cough and produced 
a small quantity of tenacious blood-stained sputum. He was 
seen by his general practitioner, who diagnosed pneumonia 
and treated him with oxytetracycline. He improved, but 
four days later had another attack of pain in the left side 
of his chest, this time associated with breathlessness and 
signs of consolidation in the left lower lobe. Following this 
attack the antibiotic was changed to erythromycin and he 
again improved. Three days later he had an attack of 
pleural pain in his right side : he became breathless, cyan- 
osed, and collapsed, and was admitted to hospital on 
August 9. 

Inquiry revealed that four years previously he had had 
an operation on varicose veins in his left thigh. There was 
no history of previous respiratory disease or other illness. 

Physical examination on admission revealed a thin cyan- 
osed man whose breathing was rapid, shallow, and painful. 
He was febrile—temperature 101° F. (38.3° C.). The puls: 
was regular, rapid (130 a minute), and the blood pressure 
160/110. Jugular venous pressure was raised about 2 cm. 
above the sternal angle. There was no oedema of the legs 
or sacral pad. The heart was not clinically enlarged, but 
there was a sternal heave. The pulmonary second sound 
was split, There were no murmurs. Dullness to percussion 
was present over both lung bases with crepitations in these 
areas and bronchial breathing over the right lower lobe 
posteriorly between the eighth and tenth ribs. The legs 
were not tender and there were no visibly inflamed veins. 
Homan’s sign was negative. There were no other abnormal 
physical signs. 

He was treated with phenindione, penicillin, 500,000 units 
six-hourly, and streptomycin, 0.5 g, twice daily. 

Investigations-—Chest x-ray examination (August 10) 
showed bilateral pleural effusions and patchy inflammatory 
changes at both bases. The final x-ray examination, on 
August 21, showed, in the left lateral film, fluid or pleural 
thickening along the posterior chest wall and linear atelec- 
tasis just above the diaphragm. The conclusion was that 
the appearances could be due to embolism, inflammatory, 
change, or possibly pleural thickening. Blood count : 
Haemoglobin, 92% (14.1 g./100 ml.); red cells, 5,030,000 ; 
white cells, 11,000 (polymorphs 66%, lymphocytes 30%. 
monocytes 4%); E.S.R. (Westergren) 92 mm. in one hour. 
E.C.G. showed no abnormality other than tachycardia and 
no evidence of acute cor pulmonale. 

The patient improved greatly, but 10 days after admission. 
while still on anticoagulants, he developed thrombophlebitis 
of the left femoral vein in the femoral canal. The left 
leg became swollen, tender, and painful. Anticoagulant 


therapy was continued for four weeks, by which time his 
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leg had returned to normal except for a little oedema round 
the ankle. Before he was discharged from hospital he 
had recovered and showed no signs of pulmonary hyper- 
tension. 


Comment. Unlike the others, this patient was not active 
up to the time when he first had chest symptoms, Throm- 
bosis of a pelvic vein may have followed epididymo-orchitis. 
Alternatively, epididymo-orchitis might have been mimicked 
by thrombophlebitis in the pampiniform plexus. The his- 
tory of recurrent attacks of pleurisy not responding to treat- 
ment with antibiotics was characteristic of pulmonary em- 
bolism. In this case signs of pulmonary hypertension were 
an aid to diagnosis. 

Case 6 


A storekeeper aged 59 was in good health and at work 
when he had an attack of shivering. He had a non-produc- 
tive cough, with a fever, and went to bed for eight days. 
He was active but convalescent, when, almost three weeks 
after the start of his first illness, he had a sudden severe 
stabbing pain in the left side of his chest posteriorly. He 
was breathless, and the pain was worse on coughing or 
deep breathing. He was admitted to hospital on March 3, 
1952, two days after the onset of this pleuritic pain. There 
were no other symptoms, and, apart from bronchopneu- 
monia in 1949, no past illness of note. 

Physical examination revealed that he was breathless at 
rest but not cyanosed. He was febrile-—-temperature 100.4° 
F. (38° C.). He had clubbing of the fingers and toes. Chest 
expansion was poor and there were signs of consolidation 
at the left base. There were no signs of heart failure or 
of peripheral venous thrombosis. The blood pressure was 
135/90. 

Lobar pneumonia was diagnosed and penicillin, 240,000 
units six-hourly, was given. On the day after admission 
to hospital he had a haemoptysis, and this persisted for four 
days. He was improving generally and the signs of con- 
solidation were diminishing, when on March 10 he had a 
recurrence of pain in the left side of his chest. He im- 
proved again, becoming afebrile, but on March 22 his tem- 
perature rose. 

Treatment with penicillin was stopped, and instead he was 
given chloramphenicol, 0.5 g. six-hourly. On March 23 he 
developed pleuritic pain in the right side of his chest and 
there were rales at both lung bases. 

It was not until March 31 that he had pain in his right 
leg, with some swelling, but still without tenderness. Anti- 
coagulant therapy was started on that day and he slowly im- 
proved, but still had swelling of his right leg on discharge 
from hospital. 

Investigations.—The sputum was mucoid and no pathogen 
was grown from it. Chest x-ray films, which were repeated, 
showed shadowing (inflammatory changes) at both lung 
bases, with, on April 4, a shadow at the left base suggestive 
of segmental collapse. Blood count on March 5 showed: 
Hb, 83% ; white cells 8,000, with 65% polymorphs. E.S.R. 
(Westergren), 47 mm. in one hour. 

Comment.—Again in this case the symptoms and signs of 
pulmonary embolism appeared well before the signs of 
venous thrombosis. 

In the cases so far described a definite diagnosis could 
be made because of the post-mortem findings, the radio- 
logical findings, or the later development of venous throm- 
bosis. In the following four cases the diagnosis could not 
be proved, but the clinical picture presented by each patient 
was that which we have come to associate with pulmonary 
embolism and each recovered after treatment with anti- 
coagulants and antibiotics. 


Case 7 


A sales manager aged 36 was well and at work, when he 
developed a “head cold.” The next day he had pleural 
pain in the left side of his chest and produced grey sputum 
streaked-with blood. He went to bed and was treated by 
his general practitioner with sulphonamides and penicillin. 
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The haemoptysis continued, Six days after the start of 
his illness he had pleural pain in the right side of his chest. 
There was a past history of a football injury to his right 
leg with subsequent swelling and tenderness in the calf. This 
had occurred 10 years previously and he had been well since. 

He was admitted to hospital on December 17, 1956, nine 
days after the start of his illness. He was afebrile. Physical 
examination revealed a pleural rub at the right lung base 
and signs of collapse at the left base. There were no signs 
of peripheral venous thrombosis. X-ray examination showed 
a small effusion in the left costophrenic angle. No pathogen 
was grown from the sputum, which contained blood for 
the first week that he was in hospital, The E.C.G, was 
normal, He was treated with anticoagulants and penicillin 
and made a rapid recovery. 

Comment.—The occurrence of a second attack of pleurisy 
while the patient was being treated with penicillin and the 
persistent haemoptysis suggested a diagnosis of pulmonary 
embolism, possibly from the site of old thrombophlebitis. 


Case 8 


A mine-worker aged 53 was recovering from an opera- 
tion for arthrodesis of his right hip performed six months 
previously for osteoarthritis. He was well and had been 
walking one to two miles a day for over a month. Two days 
before admission to hospital on February 23, 1957, he had 
a sudden sharp pain in the right side of his chest. He had 
difficulty in breathing because of the pain, which was pleural 
in character, He had no cough or haemoptysis. Six months 
previously whilst in hospital following his operation he had 
two similar attacks of pleural pain. Except for a history 
of injury to his right hip there was nothing of note in the 
past history. 

Physical examination revealed that he was hypertensive 
(blood pressure 145/105), There were no signs of heart 
failure. The percussion note was impaired at the right lung 
base, in which area the breath sounds were diminished and 
there were a few crepitations, There was no evidence of 
peripheral venous thrombosis. He was febrile on admission, 
temperature 100.5° F, (38.1° C.). He produced no sputum. 
Chest x-ray examination showed that the right diaphragm 
was raised and there was some ill-defined shadowing at the 
right base. The blood count and E.C.G. were normal. He 
was treated with penicillin and anticoagulants, and made a 
satisfactory recovery. 

Comment.—The previous attacks of pleural pain and the 
sudden onset of the illness described above suggest pul- 
monary embolism. He may have had phlebothrombosis in 
his pelvis following the operation on his hip. 


Case 9 


A miner aged 56 was admitted from the casualty depart- 
ment as an emergency case on March 15, 1957. He had 
collapsed at work, having had a sudden pain in his back 
and the left side of his chest. The pain was worse on deep 
respiration. One year previously he had been treated for a 
papilloma of the bladder; this had been removed by dia- 
thermy. A cystoscopy had been performed on February 5, 
1957. 

Physical examination revealed that respiration was shal- 
low, being restricted because of pain. The percussion note 
was impaired at the left lung base and there were crepita- 
tions at both bases. He was not shocked (blood pressure 
150/80). His temperature was normal on admission but rose 
to 101° F. (38.3° C.) on the fourth day. There were no 
signs of venous thrombosis. The E.C.G. and blood count 
were normal, The sputum was mucopurulent, and on cul- 
ture a moderate growth of H. influenzae was obtained. Chest 
x-ray examination showed elevation of the right diaphragm 
with segmental shadows in both lower zones. The shadows 
one week later had cleared, leaving the well-defined mark- 
ings of linear collapse. 

Because of the nature of the sputum he was treated at 
first with penicillin and streptomycin, but not with anti- 
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coagulants, He did not improve, and three days after ad- 
mission the sputum became stained with bright blood, and 
at times was pure blood. A diagnosis of pulmonary em- 
bolism was made. He was treated with anticoagulants and 
slowly improved. 

Comment._-The sudden onset of the symptoms and the 
lack of response to antibiotics suggest a diagnosis of pul- 
monary embolism. In this case pelvic veins, thrombosed 
during diathermy of a bladder papilloma, were a probabie 
source of the embolus. 


Case 10 

A lorry driver aged 38 was admitted to hospital on Febru- 
ary 1, 1957, with a history of pleuritic pain on the left side 
of his chest with shortness of breath for one week. He 
had complained of a dry cough for three days. Two weeks 
before admission he had abdominal pain, colicky in nature, 
situated in the hypogastrium, together with diarrhoea which 
persisted for 48 hours. The stools were of normal colour 
and were not blood-stained, 

In 1944, while in the Army, he had recurrent attacks of 
diarrhoea lasting nine months in all, for which he had been 
fully investigated at a military hospital in Germany. The 
diarrhoea settled completely on return to this country. 

Physical examination revealed a breathless man in pain, 
with a temperature of 101° F. (383° C.). Respiratory 
system : Diminished movement ; dullness to percussion and 
reduced breath sounds, with rales at the right lung base. 
The pulse rate was 100 a minute, regular. B.P. 120/80. 
Heart sounds normal, No evidence of cardiac failure. The 
central nervous system was normal in all respects. There 
was no abdominal tenderness ; the spleen and liver were not 
palpable. 

Investigations.-Urine contained no albumin or sugar. 
X-ray examination of the chest initially showed a triangular 
shadow in the right lower zone consistent with consolidation. 
Haemoglobin, 14.8 g./100 ml. ; white cells, 8,000 per c.mm. 
{normal differential). E.S.R.. 51 mm. in one hour. Sputum: 
No pus cells, no pathogens grown; culture for acid-fast 
bacilli was sterile. 

Forty-eight hours after admission he experienced a similar 
attack of pain on the left side of his chest. Physical exam- 
‘nation revealed a pleural rub with rales at the right lung 
base. Following this he coughed up a smal! quantity of 
bright red blood. Three days later there was a recurrence 
of pleurisy on the right side. A second chest x-ray exam- 
ination showed a triangular opacity at the left base. 

He was treated with penicillin and anticoagulants and 
made an uninterrupted recovery. Radiological resolution 
of both shadows at the lung bases had occurred three 
weeks after admission. A bronchogram at that time was 
normal 

Comment.—-In view of the repeated attacks of pleurisy. 
the absence of purulent sputum, plus the haemoptysis, this 
man was regarded as having had pulmonary emboli although 
at no time was there evidence of venous thrombosis. 


Discussion 


Thrombosis of the calf veins may not produce pain or 
tenderness. The severity of the symptoms may be related 
to the extent of the clot (Marks ef al., 1954). Thrombosis 
may occur intra-abdominally, and Marks et al. noted that in 
12 out of 70 fatal cases pulmonary emboli originated from 
sites other than the calf. Thus the absence of physical signs 
does not exclude the diagnosis of deep venous thrombosis, 
and indeed Grundersen (1955) observed that clinical evidence 
of venous thrombosis was present in less than 10% of 119 
cases of pulmonary embolism. Of these 119 patients, 7 were 
ambulant and in good health just before they had a pul- 
monary embolus. Hampton et al. (1954) described 10 cases 
of pulmonary embolism in which no signs of peripheral 
venous thrombosis were found clinically, although throm- 
bosis in deep veins of the leg was later demonstrated by 


PULMONARY EMBOLISM 


BarrrisH 
MeEpicaL JOURNAL 
venography in three patients, and another patient had a 
thrombosed haemorrhoid. Al! 10 patients were at work 
and had no heart disease when they developed chest symp- 
toms. Renner (1949) reported a similar case. This patient 
presented with the features of a myocardial infarction, The 
electrocardiographic changes were interpreted as those of 
auricular flutter with marked right axis deviation, Later, 
clinical and radiological signs suggestive of pulmonary em- 
bolism became evident. A well-documented case of pul- 
monary embolism occurring in a fit and active man has also 
been described (Hollister and Cull, 1956, Case I). 

In cases where embolism cannot be proved it is possible 
that occlusion of the pulmonary artery is due to thrombosis. 
Pulmonary embolism cannot always be distinguished patho- 
logically from autochthonous pulmonary-artery thrombosis, 
particularly as thrombus may form around an embolus. The 
appearances are difficult to interpret if the patient died of 
cor pulmonale a long time after the embolism occurred. 
The common experience is that peripheral venous thrombosis 
precedes occlusion of the pulmonary artery, and pulmonary 
embolism is thought to be much commoner than thrombosis 
of the pulmonary artery. As peripheral venous thrombosis 
may be “ silent” it is sometimes clinically impossible to dis- 
tinguish between pulmonary embolism and thrombosis. It 
is our intention to emphasize the clinical syndrome ; for 
the exact differentiation is not important, the treatment for 
both conditions being the same. 

None of the cases we have described had signs of venous 
thrombosis when first seen, and eight of these patients had 
been well and active up to the time when they first developed 
symptoms. Almost all had recurrent attacks of pleurisy 
which did not respond to treatment with antibiotics, although 
temporary improvement after each acute attack was attri- 
buted to the antibiotic given at the time. An important 
feature was the absence of purulent sputum. The patients 
treated with anticoagulants recovered and have not 
developed cor pulmonale, 

As anticoagulant treatment is sometimes effective, the 
diagnosis of pulmonary embolism is important. It should 
be considered in cases of recurrent pleurisy or pneumonia 
not responding to antibiotic therapy, particularly if symp- 
toms and signs are bilateral, even in the absence of signs 
of venous thrombosis. 


Summary 


Ten cases of pulmonary embolism are described. 
None of the patients had signs of peripheral venous 
thrombosis when first seen, and eight had been active 
until they developed chest symptoms. Pulmonary 
embolism occurring in patients who appear to be fit, are 
active, and have no signs of venous thrombosis has 
been termed “unheralded pulmonary embolism.” The 
patients treated with anticoagulant recovered. Three 
patients died, and the necropsy findings are reported. 

In nine of the cases the clinical picture was that of 
recurrent attacks of pleurisy which did not respond to 
treatment with antibiotics. The sputum was blood- 
stained but not purulent—an important aid to diagnosis. 

Reference is made to similar cases that have been 
reported. 


We wish to thank Dr. T. E. Gumpert, Dr. H. P. Brody, and 
Professor C. H. Stuart-Harris for permission to use the records 
of cases under their care, and Dr. J. L. Edwards for his help 
and advice. 
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There are three recognized ways in which the immuno- 
logical response to a primary dose or course of an antigen 
may possibly be reduced (Parish, 1955). These are: 
(1) the presence of passive immunity, as in the case of 
maternally bestowed specific antibody in very young 
infants ; (2) the giving of a primary stimulus of one 
antigen simultaneously with a secondary dose of another 
similar antigen ; and (3) an imbalance of antigens in a 
mixture—for example, in animals an excess of tetanus 
toxoid may seriously reduce the response to the diphtheria 
toxoid component of a mixture (Barr and Llewellyn- 
Jones, 1953) while an excess of pertussis vaccine 
depresses the diphtheria antitoxin response as compared 
with a maximum obtained from a mixture containing 
less vaccine when a fixed dose of fluid diphtheria toxoid 
is employed (Barnes and Hoit, 1955). On the other 
hand, the response to a primary dose or course of fluid 
toxoid may be significantly increased by admixture with 
a vaccine—for example, pertussis vaccine and diphtheria 
toxoid, or typhoid vaccine and tetanus toxoid. More- 
over, Ungar (1956) found that the addition of diphtheria 
and tetanus toxoids to pertussis vaccine had no adverse 
effect on the immunity response of mice to injections of 
the mixture as compared with results obtained when the 
plain vaccine was used. 

Little is known of the effect on the response to the 
diphtheria toxoid of variations in the ratio of vaccine to 
toxoid in children, and even less in respect of triple 
mixtures. 

The primary purpose of the present work was to 
observe, in children, the effect on the response to a 
fixed amount of purified fluid diphtheria toxoid (30 Lf), 
of the addition of different quantities of (1) H. pertussis 
vaccine, and (2) purified tetanus toxoid. The criterion 
adopted was the conversion rate obtained by the Schick 
test (S.C.R.) measured one month after one dose. All 
children used in this work were under 2 years of age, 
originally Schick-positive, and each group was carefully 
balanced for age. All injections were given by the sub- 
cutaneous route, and all Schick tests were performed 
with Wellcome toxin and control. It should perhaps be 
mentioned that the work reported in this paper pro- 
gressed over a period of time exceeding two years, which 
accounts for the use of different primary reagents at 
various stages. Each investigation in which compari- 
sons are made, however, involved the use of identical 
antigens and, of equal importance, were self-contained. 


First Investigation 
Part 1 
This embraced the use of varying doses of H. pertussis 
vaccine in combination with a single sample of purified 
diphtheria toxoid (Batch No. E. 3977; 1,900 Lf/mg. P.N.). 
The results (Table 1) show most clearly that the adjuvant 


action of the vaccine increases progressively with increase 
of dose of vaccine, and with no hint of an optimum ratio 
of vaccine to toxoid, up to the maximum of H. pertussis 
vaccine dosage used—that is, 20,000 million. 


Taste Il.—Effect of Varying Pertussis Dosage with 30 Lf of 
Diphtheria Toxoid on §.C.R., One Month After One Dose. 
All Children Under 2 Years of Age, Originally Schick- 


positive 
Diphtheria | H. } Post-Schick 
‘oxoid | pertussis + S.C.R. 
Dosage Organisms - Positive | Negative ; 
Lf(control)! None | 124 | 900% 
. | $,000 mil. | | 71 % 
wu 10,000 ,, 109 24 85 30°, 
0 Lf | 20,000 °° 101 s | 9 | 95.0% 
Part 2 


This was to ascertain to what extent, if any, the addition 
of different doses of purified tetanus toxoid altered the 
response to the fixed dose of diphtheria toxoid. A purified 
tetanus toxoid (Batch No. C.T. 87/142; 1,100 Lf/mg. N.) 
was used for these mixtures. The groups of children tested 
were in every way comparable to those in Table L. The 
results (Table Il) show that in these children the purified 


Taste Il.—Effect of Varying the Dose of Tetanus Toxoid Added 
to 30 Lf of Diphtheria Toxoid, on S.C.R., One Month After 


One Dose 
Diphtheria | Tetanus No. of Post-Schick 

Toxoid Toxoid | Ca S.C.R 

Dosage Dosage | | Positive | Negative 
(1)30Lf(control) None } 124 | 62 | 62 | 300% 
(2) 30 Lf 3Lf |: 3. 
(4) 30 Lf | | 40 
(5) 30 Lf | $2:3% 


it 53 | 58 


z mixture 4 control 4-66, 1, P= OOS. 


tetanus toxoid had a significant adjuvant effect in the ratio 
of 12 Lf tetanus toxoid to 30 Lf diphtheria toxoid, but when 
the dose of tetanus toxoid was increased to 25 Lf the response 
to the diphtheria toxoid component was only approximately 
equal to the control—that is, 30 Lf plain diphtheria toxoid. 

From the results shown in Table II it appears that the 
addition of purified tetanus toxoid improved the diphtheria 
antigenicity of the mixture up to a point. Without a series 
of cases in which the dose of tetanus toxoid lies between 
12 and 25 Lf it is not possible to infer exactly at what dose 
the response diminishes. However, on account of consider- 
ations mentioned below, this point is of no more than 
theoretical interest. The important point is that the dose 
of tetanus toxoid should not be too high relative to that 
of diphtheria toxoid. 


Part 3 
Having shown (Tables I and II) that both pertussis 
vaccine and tetanus toxoid independently increased the 
antigenicity of diphtheria toxoid, it was decided to investi- 
gate the further series of comparable infants inoculated with 
a mixture corresponding to the current-issue composition of 
triple prophylactic. The same primary reagents were used 
and the tests were performed as before, one month after 
a single injection. For the sake of comparison, certain 
results have been taken out of the other two tables and 
set forth again, these being the mixtures which approximate 
most closely to those employed in the triple prophylactic. 
The results (Table III) show that both pertussis vaccine 
and tetanus toxoid, when added to diphtheria toxoid 
separately and used as dual prophylactics, tended to im- 
prove the behaviour of the diphtheria toxoid, but when both 
were added together and used as a triple antigen the S.C.R. 
fell from 95% in the case of the diphtheria-pertussis mixture 
to 83.6% for the triple antigen. 
It seemed possible that the improvement in the diphtheria 
toxoid antigenicity produced by the addition of pertussis 
vaccine was due to adsorption of some of the toxoid on to 
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Taste I11.—Comparative Efficiency of 30 Lf of Diphtheria Toxoid 
Alone and Combined with Pertussis Vaccine and Tetanus 
Toxoid. S.C.R. One Month After One Dose 


H. No Post-Schick 
Material |DiPh.| pertussis Tetanus} ‘of |— 
| Toxoid Samaste | onoid | Cases | Pos. | Neg. | 


1. F.T. control) 30 Lf None | None 124 | ® 

2. Diph. and | 30Lf 6OLF | | @ 541% 
tet. | | 

3. Diph. and | 30L£ | 20,000 | None| 101 | $5 | 96 | 950% 

4.Diph.,pert.,) 3OLf | 20,000 | SLF | 110 18 | 92 | 83-6% 
and mil 


tetanus | | 


mixture 3 mixture 47-05, d.f. 1, P--0-01 


the vaccine despite the failure to demonstrate any adsorp- 
tion, employing ordinary laboratory procedures to measure 
toxoid. 

In the routine preparation of triple antigen, the diphtheria 
and tetanus toxoids are mixed before addition to the vaccine. 
If the tetanus toxoid was more readily adsorbed on to the 
vaccine than the diphtheria toxoid, the latter might be left 
at an antigenic disadvantage. To obtain further information 
on this point it was therefore decided to prepare triple 
prophylactic in three different ways. 


Second Investigation 

For these mixtures a fresh lot of primary reagents was 
used (diphtheria toxoid Batch No. B.P. 51/53, 2,050 Lf/meg. 
P.N., and tetanus toxoid B.P.T. 3, 1,130 Lf/mg. T.N., and a 
fresh stock of H. pertussis vaccine). The mixtures were made 
in the following three different ways, but always giving a 
final product containing per ml. (one dose): 30 Lf of purified 
diphtheria toxoid, 5 Lf of purified tetanus toxoid, and 20,000 
million H. pertussis organisms. 

Sample A.—Diphtheria toxoid was added to half the 
volume of H. pertussis vaccine. Tetanus toxoid was added 
to the other half-volume of vaccine. After three days the 
two lots were mixed and bottled. 

Sample B.—-Tetanus toxoid was added to the H. pertussis 
vaccine. After three days the diphtheria toxoid was added. 
and the mixture bottled. 

Sample C.—Diphtheria toxoid was added to H. pertussis 
vaccine. After three days the tetanus toxoid was added 
and the mixture bottled. 

These three mixtures were tested as before, the results 
being shown in Table IV. 


Taste 1V.—Results of Post-Schick Tests One Month After « 
Single Injection of Triple Prophylactic Prepared in Three 
Different Ways 


. Post-Schick 
Mixture — — | S.C.R. 
Pos. Neg 
A. (F.T. +4 vace.) +(T.T. + 
4 vace 150 25 125 83.3% 
B. (T.T. + vace.) + F.T 166 33 133 80 0 
C. (F.T. + vace.) + T.T 145 26 | 119 


It will be seen that the S.C.R. from the mixture made 
nearest to the “normal” way (mixture A) is almost exactly 
that found with the previous set of primary reagents. There 
is no significant difference between mixture A and the other 
two : these findings therefore show that the method of pre- 
paring the triple prophylactic does not affect the immuno- 
logical response to it, but they endorse the conclusion that 
the addition of 5 Lf of tetanus toxoid to a mixture of 30 Lf 
of diphtheria toxoid and 20,000 million H. pertussis pro- 
duces a significant reduction in the S.C.R. 


Third Investigation 
From the preceding results it can be inferred that the addi- 
tion of 5 Lf of tetanus toxoid in some way militates against 
the most effective diphtheria response. One explanation of 


this could be that the triple antigen constitutes a stimulus 
which is beyond the capacity of the local antibody-forming 
tissues to handle adequately. 

An attempt to solve this problem was made by utilizing 
different sites for different antigens. The diphtheria toxoid 
mixed with 20,000 million H. pertussis organisms had already 
given an excellent result. Thus it seemed reasonable to 
inject this into the left arm, and, at the same time, to 
administer the appropriate dose of tetanus toxoid separately 
into the right arm. On a further group precisely the same 
materials were mixed as a triple antigen and given in one 
arm. Finally, a third, or control, group was necessary, con- 
sisting of children inoculated with the same mixture of diph- 
theria toxoid and H. pertussis vaccine but without any 
administration of tetanus toxoid. 

If the method in which separate arms are used for the 
diphtheria—pertussis mixture on the one hand and tetanus 
toxoid on the other gives an S.C.R. which approximates to 
that obtained from the diphtheria—pertussis mixture alone, it 
seems logical to assume that the lower S.C.R. following the 
use of triple antigen is due to overloading of the local 
immunity mechanism. If, however, the result from admini- 
stration into separate arms is still poor, it could then be 
inferred that one is asking too much of the whole body 
defensive mechanism at one time. The primary reagents used 
in this third investigation were (1) purified diphtheria toxoid 
Batch No. B.P. 51/53 as before, (2) purified tefanus toxoid 
Batch No. C.T./5, 1,150 Lf/mg. N., and (3) a fresh batch 
of pertussis vaccine common to all the mixtures. The results 
of this investigation are shown in Table V. 


Taste V.—Effect of Administering Diphtheria Pertussis Prophy- 
lactic Into One Arm and Tetanus Toxoid Into the Other, 
Controlled by a Group in Which the Triple Prophylactic is 
Given Into One Arm. S.C.R. One Month After One Dose 


| 
| No. | Post-Schick 
Group} Left Arm 
| Cases | Pos. | Neg 
30 Lf diphtheria toxoid | 1s | tos | 
A } plus 20,000 mil. #. | j 
pertussis | 
{| 30 Lf diphtheria toxoid) 5 Lf | 128 17 lil | 86-7°% 
4 plus 20,000 mil. tetanus | 
30 Lf diphtheriatoxoid) Nil | 138 31 107 | 77-5°% 
Cc plus 20,000 mil. | 
pertussis plus $ Lf 
tetanus toxoid | 


Group C'Group A - 4-34, d.f.—1, P=0 08. 


Comment 


Two points arise from these results : The first is that, al- 
though different primary reagents were employed in the first 
and second investigations, the results from the two triple 
prophylactics were virtually identical. On the other hand, 
in the third investigation the result from the triple mixture 
(Table V, Group C) was significantly lower at 77.5%, and 
similarly with the double mixtures from 95% in the first 
investigation to 87.5% in the third. The most probable 
reason for these differences is thought to be due to variations, 
from batch to batch, in the adjuvant properties of the 
pertussis vaccine. The second point is the finding that there 
is no significant difference between the diphtheria responses 
in children receiving (1) diphtheria—pertussis mixture in one 
arm and tetanus toxoid in the other, and (2) those receiving 
the diphtheria—pertussis mixture only. But the diphtheria 
responses from those children receiving the triple pro- 
phylactic are significantly lower—77.5% against 87.5%. 

Although the third investigation was designed to show 
whether or not the giving of a triple prophylactic constituted 
an overloading of the local immunity mechanism of the 
child, the findings do not enable us to arrive at a definite 
conclusion, despite the fact that the addition of 5 Lf of 
tetanus toxoid to the diphtheria—pertussis mixture does cause 
a significant fall in the S.C.R. Since one triple prophylactic 
mixture gave rise to. an S.C.R. of 83.6% and another, of simi- 


| 
Group C/Group A+B =5 97, d.f.= 1, P=0-02. 
i 
\ 
| 
—_ 
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lar composition, to only 77.5% we must concede that 83.6%, 
is at least attainable. When, therefore, we do not obtain 
83.6", we must blame the preparation and not the immunity 
mechanism of the child. And yet with both triple pro- 
phylactic mixtures the omission of the tetanus toxoid com- 
ponent resulted in a significantly greater S.C.R. It would 
se-m possible that the triple prophylactic does not overload 
the immunity mechanism but that the adjuvant action of 
the vaccine is shared by two toxoids, of which one, the 
tetanus toxoid, is apparently a more potent antigen than the 
other. Utilizing an equation relating geometric mean titre to 
» S.C.R. (Holt, 1955), it is calculated that the addition of 
20,000 million H. pertussis organisms to the 30 Lf of 
diphtheria toxoid increases the mean antitoxin response some 
14 times and that the further addition of 5 Lf of tetanus 
toxoid reduces the increment to about fivefold. It may 
be that the answer to this difficulty will be to reduce the 
tetanus toxoid to 2 Lf per dose. 


Discussion 

Immunization against whooping-cough cannot reasonably 
be withheld in the very early months of life, because it is 
then that pertussis is most dangerous to the child, and this 
consideration certainly outweighs the very small risk of pro- 
voking paralytic poliomyelitis (Bousfield, 1951). The measure 
of the increase in risk entailed by adding fluid toxoid to the 
vaccine is still not by any means precisely known, but the 
long-term risk in a severe falling off in the immunization rate 
against diphtheria is one to be taken very seriously. 

It would seem that in the case of very young infants the 
procedure which would incur the absolute minimum risk of 
causing post-inoculation poliomyelitis would be to inoculate 
them in one arm with plain pertussis vaccine and fluid toxoid 
in the other on each of three visits. This would keep to a 
minimum the number of clinic attendances and would very 
materially help to preserve a high immunization rate against 
diphtheria. The reduction in efficiency of immunization 
against diphtheria by adopting such a procedure would, in 
comparison with two doses of P.T.A.P., be marked, but 
a high percentage of the child population would be 
immunized well. Furthermore, there would seem to be no 
reason for not using mixed fluid tetanus and diphtheria 
toxoids in place of diphtheria toxoid only. In our opinion, 
every effort should be made to encourage immunization of 
children against tetanus in order to avoid the several dis- 
advantages attending the use of tetanus antitoxin. 

In view of the importance of primary immunization of 
infants against diphtheria, and the necessity for protection 
against whooping-cough during the first year of life, the 
only reason for withholding inoculations on the lines sug- 
gested would appear to be the existence of a local epidemic 
of poliomyelitis. 

In respect of booster doses the problem is very much 
less complicated, in that there is no urgency, and one can 
choose the time of year. The period of minimum risk is, of 
course, during the winter, and, since the poliomyelitis pro- 
vocation risk is then usually very low, some freedom in the 
choice of reagent is possible. Clinical experience lasting over 
several years and involving considerable numbers of children 
has shown that a subcutaneous injection of P.T.A.P. diluted 
1 in 5 in 0.5-ml. dosage causes negligible allergic reactions, 
whatever may be the materials used for primary immuniza- 
tion. 

The reason for the relative freedom from allergic reactions 
when using this diluted P.T.A.P. would seem to be that in 
P.T.A.P. the toxoid is adsorbed on to aluminium phosphate, 
and is only partly liberated after injection ; when diphtheria 
toxoid is employed for boosting, all the toxoid is immediately 
available for the production of allergic manifestations in a 
sensitive subject. We have seen one or two most disturbing 
reactions following the use of diphtheria toxoid for boosting. 
The use of adrenaline has twice been most necessary. The 
0.5-ml. dose of 1 in 5 P.T.A.P. (equal to 0.1 ml. of P.T.A.P.) 
has proved adequate to restore the Schick-negative state in 
every child of pre-school age who had relapsed to positive. 


Although many may feel attracted by the idea of a multiple 
prophylactic incorporating diphtheria toxoid, pertussis. vac- 
cine, and poliovirus vaccine, with or without the addition of 
tetanus toxoid, it is clear from the findings in this present 
communication that precise exploratory field trials are neces- 
sary in order to determine the best balance of antigens in 
any new mixture to be used in man. The complete answer 
to the problem of post-inoculation paralysis would be to 
immunize against poliomyelitis before 3 months of age, pro- 
vided such a procedure is shown to be efficient. 


Summary 

This study is concerned with the field efficiency of 
mixed antigens where the point of reference was the 
diphtheria response in children receiving one dose of 30 
Lf of purified diphtheria toxoid measured one month 
after one inoculation. 

It was found that the addition of H. pertussis vaccine 
to the 30 Lf of diphtheria toxoid enhanced the Schick 
conversion rate progressively with increase of dose of 
vaccine—from 50% conversion rate with no vaccine to 
95% with 20,000 million H. pertussis microbes. There 
was no evidence of excess of vaccine although there is 
evidence that different batches of vaccine may have 
different toxoid-adjuvant properties. 

The addition of purified tetanus toxoid to the con- 
stant amount of diphtheria toxoid also increased the 
S.C.R. up to an optimum of about 12 Lf of 
tetanus toxoid/30 Lf of diphtheria toxoid. The addi- 
tion of 25 Lf of tetanus toxoid resulted, however, in a 
Schick conversion rate only equal to that from the 
diphtheria toxoid alone. The adjuvant action of the 
tetanus toxoid was less marked than that of H. pertussis 
vaccine. 

The addition of 5 Lf of tetanus toxoid to a diphtheria 
toxoid / pertussis mixture resulted in a significantly lower 
S.C.R. than that obtained without the presence of the 
tetanus toxoid. It is calculated that the addition of 
H. pertussis vaccine (20,000 million organisms) increases 
the antitoxin response to the diphtheria toxoid some 14 
times, and that the further addition of 5 Lf of tetanus 
toxoid to the mixture reduces that increment to about 
fivefold. 

The inoculation of tetanus toxoid separately into one 
arm and the diphtheria—pertussis mixture into the other 
produced an S.C.R. identical to that obtained when the 
diphtheria—pertussis mixture was administered without 
any tetanus toxoid. 

The order of mixing the components of the triple 
prophylactic produced no difference in the conversion 
rate. 

The findings and their practical application are dis- 
cussed ; possible explanations of some of the pheno- 
mena observed are offered. 


Thanks are due to Dr. J. A. Scott, County Medical Officer, 
London; Dr. A. C. T. Perkins, County Medical Officer, Middle- 
sex: Dr. A. Anderson (M.O., No. 9 Middlesex Area); Dr. V. 
Russell and Dr. B. E. A. Sharpe (past and present D.M.O.s, No, ! 
London Division); Dr. H. D. Chalke and Dr. A. Mower-White 
(past and present D.M.O.s, No. 7 London Division); and Dr. 
W. H. S. Wallace (No, 8 London Division) for many facilities in 
connexion with the foregoing work ; also to Dr. Joan M. Barnes. 
of the Wright-Fleming Institute, for the preparation of all the 
various mixtures of antigens employed in this considerable experi- 
mental series. 
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COMBINED IMMUNIZATION AGAINST 
DIPHTHERIA AND WHOOPING-COUGH 
IN INFANTS AGED 2-5 MONTHS 


BY 
GUY BOUSFIELD, M.D. 


Immunization Specialist to London and Middlesex 
County Councils 


It has previously been observed (Bousfield, 1951) that 
immunization would appear to be much safer at 3-6 
months than with the older age groups owing to the 
relative infrequency of clinical poliomyelitis during the 
first few months of life. In view of this it is felt that a 
summary of work done on very young children may be 
of interest. These results will be published in greater 
detail later, but the following summary gives an indica- 
tion of how successful inoculation at a very tender age 
can be (Table I). 


Tamte 1.—Subjects All Aged 2-5 Months. Treatment: Three 
Monthly injections of | ml. of W.D.P. (Red) GO Lf Purified 
Diphtheria Toxoid, 10,000 or 20,000 Million H. pertussis). 
Post-Schick Tests Were Performed at Age of 18 Months 


Primary Post-Schick Primary | Post-Schick 
Total | Schick- | Schick- | ——— 
Cases peste | Positive | Negative negative | Positive | Negative 


Post-Schick negative rate of cases originally Schick-positive = 99-68%. 


Reference to the last line of Table I shows most clearly 
that maternally bestowed antitoxin does not in any way 
interfere with the ultimate development of satisfactory 
immunity when a three-dose course of W.D.P. (red) is given 
at monthly intervals. 

The question of the satisfactory duration of this immunity 
up to school-entry age, without intermediate boosting beyond 
the slight stimulus of the post-Schick test at the age of 15 
months, is also of importance. Up to the time of writing 
it has been possible to test a small number of the children 
quoted in Table II at an average age of approximately 
4} years. 


Taste Il.—Pre-school Schick Tests on Children Who Were 
Inoculated With Three Injections of W.D.P. (Red) More 
Than Four Years Previously, at Age 2-S Months 


Schick State ie of Pre-school Schick State | Permanence 
at Time of - of Schick- 
Inoculation | Positive Negative negative State 
Positive 1 6 68 | 91-9%% 
Negat:ve 74 3 71 | 95-9% 
Total 148 | 


93-9% 


It is considered that the above data should dispose, once 
and for all, of the idea that immunization of the tiny infant 
is to be regarded as an unreliable procedure. Furthermore, 
it must be pointed out that the composition of the diphtheria- 
pertussis prophylactic in use at the time these children were 
first inoculated contained only 10,000 million pertussis 
organisms per dose, whereas in recent years this has been 
doubled. Reference to other work (Bousfield and Holt, 1957) 
published on page 1213 shows clearly that the current 
mixture should afford even more satisfactory results. It may 
briefly be stated that protection against severe or even 
moderate whooping-cough has proved to be of a very high 
order, but this aspect of the question must be dealt with 
subsequently. 
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DOMICILIARY MIDWIFERY 
BY 
G. L. KENNEDY, M.B., D.Obst.R.C.0.G. 


General Practitioner, Wisbech ; Clinical Assistant, 
Bowthorpe Maternity Hospital, Wisbech 


Where conditions are good and adequate help is avail- 
able there is much to be said in favour of confinements at 
home. The event is more likely to be regarded by the 
expectant mother as a natural occurrence ; she is less 
apprehensive and labours more easily. She enjoys more 
personal attention from all concerned and later shares 
her new-found happiness in privacy with her fantily. It 
it tragic that, when complications arise, lack of facilities 
in the home may constitute a real danger to mother and 
child. If it were possible to ensure that only normal con- 
finements take place in the home then this would be mid- 
wifery at its best. 

I believe that a high degree of safety can be achieved 
by adopting a satisfactory system of antenatal care com- 
bined with a strict selection of cases suitable for con- 
finement at home. 


System of Antenatal Care 


Adequate antenatal care ultimately depends upon close 
co-operation between midwife and doctor. This is not always 
easy in domiciliary practice, because midwives and doctors 
as a rule conduct their examinations independently and keep 
separate records, neither having easy access to the other's 
findings. In addition, appointments given by each for ante- 
natal examinations may clash or follow on successive days, 
wasting the time of all concerned and causing unnecessary 
anxiety in the minds of the patients. Where it is possible 
for a midwife and doctor to be present together at the ante- 
natal examination the problem is solved, but where, as is 
usually the case, one doctor’s patients come under the care 
of midwives in different areas, or where midwives are see- 
ing the patients of several doctors, it is not practicable. 1 
have found that a common record chart overcomes most 
of the problems, and the one illustrated is convenient in 
that it fits into the National Health Service chart. 

The findings at each antenatal visit to the doctor are 
entered on the chart, and the patient is given a card bearing 
the dates of her next visit to the midwife and doctor. A 
card is also sent to the midwife to advise her of the date 
of this visit to her clinic, or, if in the country, the date the 
patient expects to be visited. The day before this date the 
record chart is sent to the midwife, who enters her findings 
and returns the chart. It is convenient to see patients alter- 
nately with the midwife, usually at monthly intervals unti! 
the 28th week, fortnightly until the 36th, then weekly until 
term. If there is any indication they are seen more often. 
All dates are decided by the doctor. The cards and charts 
are usually sent in batches once a week to avoid a lot of 
posting. The midwives invariably drop the charts back into 
the surgery letter-box. This system brings antenatal care 
in domiciliary practice more into line with accepted hospital 
procedure. It ensures regular examinations by the doctor 
and midwife, and they are kept fully informed. The patient 
gets to know them both equally well and is reassured by 
their obvious co-operation. Midwives have welcomed the 
scheme and have co-operated enthusiastically. I have used 
it in the 117 cases reviewed below, and I am sure it makes 
for safe antenatal care. 

Selection of Cases.—It is not considered sufficient to advise 
hospital confinement only to those with established abnorm- 
alities ; and, in order to secure a margin of safety, selection 
is made according to the possibility of later complications. 
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Name 
Address 
L.M.P. 
€.0.C. 


PAST HISTORY 


No. | Date | 


Age 


Parity 


Height 


Obstetric History 


FAMILY HISTORY 


Twins 


Tb. 


High BP. 


PHYSICAL EXAMINATION 


Teeth 
Heart 


Lungs 


Date Present.) P.P. F. 


| We. | Sex Feeding 


Group 
Rh 
Kahn 
Hb 


VAGINAL EXAM. 


Fundus Urine | B.P. | We. Ocd.| Remarks} Init. 


Breasts 
Bowels 
Discharge 
H. 
4 
SL 


LABOUR RECORD 
Contractions 
Urine | Membranes 
Date Time Findings F.H. 
| | 
ist Stage : Day and Time Duration Hrs. 
2nd Stage : Day and Time Duration Hrs. 
3rd Stage : Day and Time Duration Hrs. 
Total 
Placenta 
Lacerations Cervix Vagina Perineum 
Sutures Preah 
Child: Alive Stillborn + 
Sex We. Malformations 
NOTES 
POST-NATAL. Parietes Bowels 
Date Uterus Mict. 
Cervix Backache 
Vagina Discharge 
Perineum 


DOMICILIARY MIDWIFERY 1217 


This weeding out of abnormal and potentially abnormal 
cases is divided into three phases : (1) those found at time 
of booking; (2) those arising during antenatal care ; and 
(3) those arising during labour. 


Abnormal! or Potentially Abnormal Cases Found at 
Time of Booking 

These cases will mainiy be found under the following 
headings: age, parity, height, past general history, past 
obstetric history, physical examinations, and routine chest 
x-ray examinations. They include multiparae with more 
than five children, elderly primiparae, height under 5 ft. 
(152 cm.), general diseases such as heart disease, diabetes, 
and tuberculosis, a history of previous caesarean section, 
forceps, toxaemia, habitual abortion. or post-partum 
haemorrhage. 


Abnormal Cases Arising During Antenatal Period 


Instruction in mothercraft and physiotherapy are useful 
in maintaining physical and mental health. Abnormalities 
are found by obstetric examinations and investigations 
carried out at the intervals mentioned above. 

Blood is taken for grouping on the first attendance, and 
an oxalated sample sent for haemoglobin estimation at the 
same time. As expectant mothers can rapidly become 
anaemic during pregnancy a repeat haemoglobin estimation 
at the 36th week is considered to be most important. For 
this, Gowers’s haemoglobinometer is used. It is simple to 
use ; the estimation takes about a minute and is sufficiently 
accurate. External measurements are thought to be of little 
value in assessing the pelvis compared with vaginal examina- 
tion at the 36th week, and are not done. 

Some of the abnormalities expected may be illustrated by 
reference to 104 consecutive cases booked by me since the 
antenatal system described was first adopted and considered 
safe for home confinement. Twelve of these were primi- 
gravidae ; the rest were para 1-5. 

The following deviations from the normal obstetric history 
were at the time of booking considered acceptable : mild 
toxaemia in one previous pregnancy, 8; forceps with first 
confinement, subsequent confinements normal, 6; forceps 
with second confinement, first confinement normal, | ; abor- 
tion in preceding pregnancy, previous confinement normal, 
2; puerperal pyrexia, 1; breech, subsequent confinements 
normal, 1; retained placenta—expressed, 1; slight post- 
partum haemorrhage controlled by ergometrine, 1. 

In addition to these 104 cases there were a further 13 
potentially abnormal cases who could not be persuaded to 
book for hospital confinement. Ten of these were para 6-10, 
most of whom had had normal confinements at home and 
intended to go on doing so; two others had a history of 
kidney disease ; and one, a gravida-2, had a scoliosis and 
kyphosis due to Pott’s caries and was only 4 ft. 7 in. 
(140 cm.) high ; her first confinement in hospital had been 
normal. 

The total number of cases booked for home confinement 
was therefore 117. Table I shows the incidence of complica- 
tions. 

Ninety-four cases were eventually confined at home, the 
remaining 23, including two aborfions, were confined in hos- 
pital, There was one caesarean section for persistent trans- 
verse presentation. There were no breech deliveries and no 
forceps cases. External version was performed 23 times 
in 19 cases, There were no maternal deaths. The foetal loss 
was two abortions and one anencephalic twin. 

It will be seen from Table I that the incidence of abnorm- 
alities in primigravidae is high. A primigravida with an un- 
fixed presenting part at 37 weeks is recommended to have her 
confinement in hospital, but there is a strong case for advis- 
ing all mothers expecting their first baby to be confined in 
hospital. Seventeen patients originally regarded as suitable 
for home confinement were later referred to hospital during 
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Taste I.—Complications of 117 Cases Booked for Home 
Confinement 


Priai- Potentially 
Para |-S | Abnormal Totai 
(92) | Cases (117) 
(3) 


Complications 


Anaemia (Hb 10-4, ; 70° 


or less) 217%) | 238°) | 29 (24-8%) 
Mild toxaemia | 4(33%) | 10(10-9) 1 (77%) | 15 (12-8%) 
Moderate \oxaemia | 3¢28%) (54%) 8 (6-8%) 
Multiple pregnancy . 2 (22%) 1 (7-™ 
Ante-partum haemorrhage 33-3) | 3 @6%) 
Post-partum 2 2 (7%) 
Free head at 37 weeks in | 

primigravidae 20% ; 2 
Abortions 2 (2-2) 2 
Uterine inertia ~ 1 (7-7) 1 (0-8) 
Foetal distress 41 | | @8% 
Secondary P.P.H 1 (im | 1 (0-8%) 


the antenatal period (Table II). These consisted of nine 
cases of toxaemia (including two primigravidae with unfixed 
head, two cases of anaemia, and one case of malpresenta- 
tion), three cases of ante-partum haemorrhage, three cases of 
multiple pregnancy, and two abortions. 

For convenience, toxaemia of pregnancy is classified into 
four grades: Grade 1, or mild toxaemia: a persistent blood 
pressure of 135/90 or over. Grade 2, or moderate toxaemia : 
blood pressure 135/90 or over, together with oedema or 
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increased weight ; or persistent blood pressure of 145/95 or 
over. Grade 3, or severe toxaemia: the above signs more 
marked and/or occurrence of albuminuria. Grade 4, or 
imminent eclampsia: the above signs increasing and/or re- 
duction of urinary output. If a patient progresses to grade 2 
at any stage in pregnancy she is considered unsuitable for 
home confinement whether or not she later responds to treat- 
ment. 

As previously stated, eight cases had a history of mild 
toxaemia in one previous pregnancy, and it seemed reason- 
able to book them. Six subsequently developed toxaemia 
(three of moderate severity), one aborted, and one was 
normal. From this it would appear that a previous history 
of toxaemia, even if mild, is a contraindication to confine- 
ment at home. 

Because of the high mortality rate of the second twin, the 
greater incidence of toxaemia and post-partum haemorrhage, 
and the possibility of premature infants, all cases of multiple 
pregnancy are referred to hospital as soon as the'r condition 
is discovered. 

Ante-partum haemorrhage, however slight, is regarded 
with great suspicion, and these cases are referred to hospital 
with little effort, apart from abdominal palpation, being 
made to establish the cause. 

Anaemia was present in 24.8% of the cases. In addition 
to the two cases shown in Table II, seven others were referred 
to hospital for a course of treatment. Three of these also 
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needed a blood transfusion ; the rest responded to ™ ferri- 
venin.” Six of the seven ultimately had normal confinements 
at home. The other went into labour while in hospital and 
had a normal confinement there. All other cases responded 
to oral iron. 


Abnormalities of Labour 


A reasonably light space and sufficient table room for 
instruments are regarded as safety factors in the conduct of 
labour. A sterile drum containing cap, mask, gown, gloves, 
and instruments for suturing forms part of the equipment. 
This is re-sterilized as necessary by kind co-operation of the 
local hospital. A sterile intravenous giving-set, together 
with dextran or plasma, is also considered essential. 

Of the 94 cases eventually confined at home complications 
of labour occurred in four: one of foetal distress (a primi- 
gravida), one of uterine inertia (a para-14), and two case: 
of post-partum haemorrhage. One case of post-partum 
haemorrhage was slight, and was controlled by ergometrine. 
The other three cases were admitted to hospital (Table II, 
Cases 18-20). 

Because of lack of facilities operative procedure is avoided 
in the home whenever possible. An appendicectomy on the 
kitchen table might well be fraught with less danger and 
complications than a difficult forceps upstairs. Where the 
hospital is reasonably close, transport does not usually pre- 
sent great difficulties. 

Two cases were transferred to hospital in labour. It was 
felt that the primigravida with foetal distress (Case 18) might 
need forceps in order to save the baby. It was also possible 
that the baby might have needed resuscitation measures re- 
quiring facilities not available in the home. Fortunately these 
were unnecessary. The baby was born spontaneously in 
hospital after a comparatively short second stage. 

In Case 19 the os was dilated about two fingerbreadths. 
The patient had vague pains off and on, and had never 
properly started. She was tired and anxious. Although 
originally she could not be persuaded to book with the 
hospital, she needed little persuasion at this stage. 

Case 20 had a sudden post-partum haemorrhage of 3 pints 
(1.7 litres) after the placenta had been delivered. She col- 
lapsed and her blood pressure fell to 80/?. Ergometrine 
controlled the haemorrhage and intravenous dextran was 
started immediately. Her condition improved enough to 
enable her to be transported to hospital ; the drip was kept 
going on the way. Her condition rapidly improved in 
hospital following blood transfusion, 

Post-partum haemorrhage is unforeseeable. It is the 
greatest enemy of all concerned with domiciliary midwifery. 
Of the accepted methods of prevention and treatment, estima- 
tion of the haemoglobin during the antenatal period, the 
routine administration of intramuscular ergometrine with 
hyalase to the mother at the time of delivery of the anterior 
shoulder of the infant, and the rapid administration of intra- 
venous therapy are the most powerful weapons we possess 
in reducing the incidence and minimizing its effects. The 
patient may then be enabled to survive long enough until 
blood and other life-saving measures become available, or 
restored sufficiently to enable transport to hospital to be 
undertaken in safety. If blood is sent for cross-matching as 
soon as the diagnosis is made, valuable time, perhaps a life, 
may be saved. 


Summary 

The following points are considered important in 
achieving a high degree of safety in domiciliary mid- 
wifery : suitable home conditions ; a system of antenatal 
care involving the use of a record chart and close co- 
operation with the midwives ; a strict selection of cases 
for home confinement ; avoidance where possible of all 
operative procedures in the home ; and special measures 
for preventing and dealing with post-partum haemor- 
rhage. 
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Ganglion-blocking compounds have been widely used in 
the treatment of hypertension since the introduction of 
hexamethonium, and in many cases satisfactory control 
of the blood pressure can be obtained with one of these 
substances alone, although the best results are probably 
achieved in combination with the rauwolfia alkaloids. 
Their use has greatly improved the prognosis in malig- 
nant and non-malignant hypertension (Doyle and Smirk, 
1955; McMichael and Murphy, 1955; McQueen and 
Smirk, 1956). Although entirely effective when admin- 
istered parenterally, hexamethonium is often unsatis- 
factory when used orally. Harington (1953) showed that 
hexamethonium was poorly absorbed from the intestine, 
only 5% or less of the dose being recovered from the 
urine, and its effect was short-lived, thus making frequent 
large doses a necessity. Furthermore, its absorption is 
greatly influenced by the taking of food, and increasing 
amounts may be absorbed as intestinal stasis occurs, 
leading to bouts of unpredictable hypotension. For 
these reasons oral hexamethonium has been replaced by 
pentolinium and chlorisondamine chloride, though pento- 
linium itself is not free from similar drawbacks when 
employed orally. 

Freis (1955) and Ford, Madison, and Moyer (1956) 
have reported that mecamylamine (“inversine™), a 
substance with ganglion-blocking properties, is well 
absorbed from the alimentary tract. Mecamylamine is 
3-methylaminoisocamphane and is a secondary amine, 
a type of compound not hitherto used for its ganglion- 
blocking effect. Encouraging reports of its use have 
already been published by Doyle, Murphy, and Neilson 
(1956) in this country, in addition to those of Freis and 
of Ford et al. in the United States. 

The present report is concerned with the excretion 
of mecamylamine, following intravenous and oral 
administration, in hypertensive subjects without renal 
failure. 

Methods 

All subjects investigated were hospital in-patients suffering 
from essential hypertension. In addition to a complete 
history and physical examination, a 6-foot (1.8 m.) chest 
radiograph and a 12-lead electrocardiogram were obtained 
in all patients. Renal function was assessed by estimation 
of the blood urea and by concentration and dilution tests: 
no patient showed impaired renal function as judged by 
these methods. 

Before administration of mecamylamine, each subject had 
been at rest in bed for at least one week, without any treat- 
ment apart from mild sedation. The blood pressure was 
measured lying and standing at least four times daily in 
all patients. 

The method described by Brodie and Udenfriend (1945) 
was used to estimate the urinary concentration of 
mecamylamine. The drug is extracted from alkalinized 
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urine by shaking with ethylene dichloride, and when mixed 
with methyl orange forms a chromagen which may be 
measured colorimetrically. Ic was found that infected 
urines might give false results, and to prevent bacterial 
growth all specimens were treated with 5°, thymol and 
stored at 4° C, 

Since normal urines contain small amounts of a substance 
which forms a similar chromagen with methyl orange 
(usually equivalent to 50-100 »g. mecamylamine per 100 ml.) 
it is necessary to allow for this in patients receiving mecam- 
ylamine. The nature of this substance was not determined, 
but it appeared to be excreted at a constant rate, and the 
amount excreted per 24 hours varied little in each individual. 
The total excretion of the non-specific chromagen in 24 
hours was determined in each patient before giving 
mecamylamine, and the appropriate fraction was subtracted 
from individual estimations. 

Urinary pH was estimated with Gurr's universal indicator. 


Urinary Secretion after Single Oral and Intravenous 
Doses 
Fig. 1 illustrates the urinary excretion of mecamylamine 
after single oral and intravenous doses in three subjects. 
During the first 24 hours the amount recovered was approxi- 
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The fall in blood pressure may last up to 12 or more hours, 
and the duration of effect appears to be related largely 
to the speed of excretion. Figs. 1 and 2 furthermore show 
that mecamylamine is excreted slowly in subjects with nor- 
mal renal function, and that only 50°, or less of the total 
amount excreted after a single oral dose is recovered in 
the first 12 hours. This agrees with the clinical observa- 
tions of Ford et al. (1956), Doyle et al. (1956), and Smirk and 
McQueen (1957) regarding the duration of hypotensive effect 
after mecamylamine. 


Effect of Urinary pH upon Excretion of Mecamylamine 


Baer et al. (1956) have Gemonstrated the remarkable 
effect of urinary pH on the renal clearance of mecamylamine 
in dogs. They found that the drug was freely secreted by 
the renal tubules when the urine was acid, but that reabsorp- 
tion occurred if the urine became alkaline. 

Fig. 3 shows the effect of urinary pH upon the excretion 
of mecamylamine. Alkaline urines were produced by giving 
2 g. (30 gr.) each of sodium bicarbonate and potassium 
citrate four-hourly, and 2 g. (30 gr.) of ammonium chloride 
four-hourly was used to ensure an acid urine. It will be 
seen that the excretion of mecamylamine is extremely low 
in an alkaline urine, but that over 50%, of an oral dose is 
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Frio. 1.—Rate of urinary excretion of mecamylamine following oral and intravenous administration of the drug to three subjects. 
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recovered in the first 24 hours if the urine is 
acid. That the production of an alkaline 
urine is accompanied by prolonged hypo- 
tension consequent upon the retention of 
mecamylamine within the body is illustrated 
in Fig. 4. 

Baer ef al. also reported that acetazol- 
amide administration similarly depressed the 
urinary excretion of mecamylamine in dogs, 
but no observations were made here on its 
effect in human subjects. Since the urine is 
normally acid in man it seems unlikely that 
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mately 10-20% less after oral administration than after 
intravenous injection, During the next 24 hours the differ- 
ence increases to 20-30%. The total recovery after a single 
dose intravenously was between 80 and 98% ; after an oral 
dose it was approximately 65%. 


Hypotensive Effect of Mecamylamine Compared with 
Urinary Excretion 


Fig. 2 compares the amount of mecamylamine excreted in 
the urine with the effect on the blood pressure following an 
oral dose. The fall in blood pressure has been further 
compared with the percentage of the total amount recovered 
from the urine. It can be seen that there is a significant 
fall of pressure within 30 minutes of administration, but the 
maximum effect does not occur until after one to two hours. 
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Fic. 2.—Comparison of rate of urinary excretion of mecamylamine with its hypo- 
tensive action following oral administration in two subjects. 


there would be any risk of a sudden 
accumulation of mecamylamine in the body 
due to variations in urinary reactions 
during ordinary maintenance therapy. The 
administration, however, of alkalis and acetazolamide may 
seriously interfere with excretion and might produce severe 
hypotension as well as other side-effects. 


Recovery of Mecamylamine from the Urine During 
Maintenance Therapy 


The 24-hour excretion of mecamylamine in three patients 
receiving continuous therapy was investigated and the re- 
sults are shown in Fig 5. The drug was administered at 
the same times each day, and the 24-hour collection of 
urine was begun and ended at 8 a.m. In all cases the urinary 
recovery during the first 24 hours after starting mecamyl- 
amine was low, but the excretion thereafter increased to 
a reasonably steady level. If the first three days of treat- 
ment are excluded, the recovery of mecamylamine during 
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24 hours varied between 46 and 86% of the oral 
dose, the average being 65%. During these observa- 
tions no measurements of the urinary pH were made, but 
no patients received alkalis or acetazolamide whilst being 
treated with mecamylamine. In view of the fact that human 
urine is usually acid in reaction, it is not thought that the 
variations observed were due to any alterations in pH. If 
it can be assumed that the excretion of mecamylamine re- 
flects its absorption, then these findings suggest that it is 
fairly consistently and reliably absorbed during continued 
oral administration. 
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Fic. 3.—Effect of urinary pH on excretion of mecamylamine 
following a single intravenous dose in two subjects. 
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Fic. 4.—Effect of urinary pH on excretion of mecamylamine and 
duration of hypotension following a single oral dose of 20 mg. 
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Fic. 5.—Urinary excretion of mecamylamine shown as mg. per 
24 hours and as percentage of the daily oral dose in three subjects 
followed from beginning of treatment. 


Conclusions 


These observations upon the excretion and duration of 
effect of mecamylamine suggest that it possesses at least 
some of the pharmacological properties desirable in a 
hypotensive agent for oral administration. Unlike hexa- 
methonium and pentolinium, a large proportion, between 
55 and 75%, of an oral dose may be recovered from 
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the urine, which seems to indicate satisfactory 
absorption from the alimentary tract. Excretion is 
steady and prolonged, approximately 50%, or less of the 
total amount recovered after a single dose appearing in 
the urine during the first 12 hours after administration. 
Likewise, there is a smooth and sustained fall of blood 
pressure following an oral dose. Daily excretion studies 
have suggested that mecamylamine is consistently and 
reliably absorbed within reasonably narrow limits. In 
the light of these findings blood-pressure controls should 
be obtained with relatively infrequent oral dosage and the 
blood pressure should not be subject to the fluctuation 
which has made treatment with other ganglion-blocking 
agents somewhat unsatisfactory. Doyle et al. (1956) 
have already published a report on the use of mecamyl- 
amine in 45 patients, and state that adequate control 
may be achieved with two doses daily. If the urine is 
alkaline, excretion of mecamylamine is almost entirely 
prevented, and it is likely that administration of acetazol- 
amide had a similar effect. In either circumstance 
accumulation of the drug may occur and a prolonged 
fall of blood pressure will result. 

We should like to thank Dr. K. S. MacLean, assistant director 
of the department of medicine, Guy's Hospital, for his helpful 
advice and encouragement, and for allowing us to make observa- 
tions upon his patients. We are indebted to Messrs. Merck, 
Sharp and Dohme for generous supplies of mecamylamine 
(inversine). 
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Medical Memoranda 


T. violaceum Infection of the Scalp 


Trichophyton violaceum infections are uncommon in this 
country. Walker (1950), in an account of the cultural find- 
ings of 2,015 cases of tinea capitis seen in the U.K. over 
a three-year period, mentions three children all of whom 
caught the infection abroad. There were also two adult 
cases of tinea circinata, Whittle (1956) adds another case, 
and again the child was infected abroad. Recently, how- 
ever, more cases have occurred, although unreported in the 
literature (Walker, 1956, personal communication), 

Sagher (1947), in Jerusalem, found that 56% of cultures 
from infected hairs were T. violaceum. He quotes figures 
showing that the disease is common in Hungary, Italy, 
Russia, and Japan, but rare in Western Europe, Miedzinski 
and Lipski (1956) also showed that 42% of Polish scalp 
ringworm was due to this fungus. In America the infection 
appears to be commoner in Texas (Lehmann, Pipkin, and 
Ressmann, 1950) than in New York, where Franks and 
Taschdjian (1956) isolated it only 9 times in 2,800 cultures. 

Most clinical accounts—for example, Berlin and Meyro- 
vitz (1955)—are those of “ black dot” ringworm, but Walker 
(1950) mentions kerion formation. The following cases are 
therefore of interest because of the diversity of the clinical 
findings and the mode of infection. 


Case REPORTS 


Case 1.—In June, 1956, I was asked to see the 8-year-old 
daughter of a local minister. She had a crusted eruption of 
the vertex of the scalp of five weeks’ duration, and also 
a small vesicular lesion on the back of the right hand. 
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Microscopical examination of the scrapings from the hand 
revealed fungi, but unfortunately no attempt at culture was 
made. When the crusts had been removed several kerion 
lesions the size of a shilling were seen and a diagnosis of 
“cattle ringworm” was made, although there was no ap- 
parent source of infection. The kerion phase settled down, 
but was followed by the appearance of yellowish peri- 
follicular crusts found to contain masses of fungi. The 
picture was that of favus, but there was no fluorescence under 
Wood's light. Culture at this stage produced a colony which 
was identified as T. violaceum. In view of this finding x-ray 
epilation was carried out, and appears to have been com- 
pletely successful, Inquiry into a possible source of infec- 
tion brought to light an Indian school friend, who was per- 
suaded to attend for examination. She has subsequently 
been proved to be suffering from T. violaceum infection 
(Case 2) and was the apparent cause of infection. 

Case 2.—A 10-year-old Indian girl had come to this 
country six years previously. On examination all that was 
found were five or six small scars, and a little fine scaling 
over the vertex of the scalp. There were no broken hairs, 
no crusts, and no fluorescence under Wood's light. The 
scaling, however, was in definite patches and was not quite 
typical of dandruff. Microscopical examination of scales 
and hairs on three occasions failed to show any fungi, but 
eventually one of numerous cultures made produced a 
typical colony of 7. violaceum. Mother, father, and baby 
brother were examined without any abnormality of the scalp 
being discovered. The question of treatment is still 
undecided at the time of writing because of various racial 
problems. 

Comment.—T. violaceum infections of the scalp appar- 
ently present themselves in very varied clinical appearances. 
The Indian girl showed lesions of superficial scaling of a 
degree which might have passed unnoticed, whilst the British 
girl developed favus and kerion-like lesions. I think it can 
be assumed that the British girl was infected by the Indian, 
and it seems probable, in view of the fact that other 
members of the Indian family were not infected, that she 
herself was infected in India. 


I would like to thank Dr. Jaqueline Walker, of the Mycological 
Reference Laboratory, for her work on the identification of the 
cultures 

IAN ANDERSON, M.R.C.P., 


Consultant Dermatologist, Leicester Royal Infirmary. 
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Foreign Body in the Hand 


The importance of the retained foreign body as a cause of 
chronic inflammation of the hand has been stressed by 
many authors. Bunnell (1944) gives prominence to such 
lesions ; Lake (1955) describes the case of a patient who 
Presented with a rubber ring embedded in granulations at 
the base of a finger. 

The following case illustrates the reaction of living tissue 
to the presence of a foreign body, and the nature of the 
foreign body renders it of unusual interest. 


Case REPORT 


The patient, a married woman of 74, first attended hos- 
pital in June, 1955. At that time she had noticed the 
development of swelling of the left ring-finger distal to her 
gold wedding-ring, which she admits was “rather tight.” 
The ring was removed, and it was noted that there was 
an abrasion of the skin surface beneath the ring. Following 
removal of the ring the swelling of the finger subsided and 
the skin healed—taking four weeks to do so, however. 

In October, 1955, she returned to hospital with inflam- 
mation of the affected finger and a thin purulent discharge 


at the site of the previous abrasion, on the dorsum of the 
proximal phalanx. The lesion failed to heal with conserva- 
tive treatment, and culture of the pus yielded a growth of 
Staph. pyogenes sensitive to penicillin and oxytetracycline. 
No antibiotic had been given previously, and a course of 
systemic penicillin was therefore begun. X-ray examina- 
tion of the digit showed some osteoarthritic changes in 
the metacarpo-phalangeal joint, but no evidence of bony 
erosion or of a radio-opaque foreign body. 

The finger continued to discharge intermittently, and when 
seen in January, 1956, there was slight swelling over the 
proximal! phalanx, with superficial granulations on the dor- 
sum, surmounting a groove at the level of the proximal skin 
crease of the fin- 
ger. A small f[ 
amount of thin | 
purulent discharge | 
could be expressed 
at one point on 
the lateral aspect. 
It was decided to 
explore the finger, 
and this was done 
on January 23. 


Under general 
anaesthesia the 
superficial granu- 


lations were ex- 
cised, and on 
deepening the inci- 
sion through the 
groove a_ foreign 
body was identi- 
fied about } in. (3 
ram.) below the 
surface. The inci- 
sion was continued 
around the finger 
and an intact elas- 
tic band was ex- 
posed below the skin surface. There was no granulation 
tissue on the palmar aspect of the digit. The band was 
removed and the remaining granulations were curetted. Two 
weeks from the date of operation healing was complete and 
there was no swelling of the finger. 

The accompanying photograph shows the state of the 
finger one day after operation, together with the elastic 
band. 


State of finger one day after operation, 
showing the removed elastic band. 


COMMENT 


Upon further questioning the patient supplied the inform- 
ation that at one time her work involved the handling of 
small elastic bands, used for securing small parcels. She 
had been in the habit of slipping the bands on to her fingers. 
It is presumed that the band in question had lain beneath 
the wedding-ring for a considerable period of time, be- 
coming embedded by a process of pressure necrosis. It is 
interesting that the area subjected to pressure necrosis by 
the elastic band was not apparent at the time that the 
wedding-ring was removed from the finger, the only 
evidence of trauma then being the small abrasion on the 
dorsum of the finger. The elastic band had become com- 
pletely submerged beneath the skin surface, and healing 
around the circumference of the finger, superficial to the 
foreign body, was almost complete. 


We thank Mr. J. B. Hume for permission to publish this case. 
The department of medical photography at St. Bartholomew's 
Hospital was responsible for taking the photograph. 


J. |. Burn, M.B., F.R.CS., 


Late registrar. 


P. H. N. Woop, M.B., B.S., 
Late house-surgeon. 
Casualty Department, St. Bartholomew's Hospital, London. 
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Lloyd George's Ambulance Wagon. Being the Memoirs of 

William J. Braithwaite, 1911-1912. Edited, with an Intro- 

duction, by Sir Henry N. Bunbury, K.C.B., and with a 

commentary by Richard Titmiss. (Pp. 350; illustrated. 

30s.) London: Methuen and Cu. Ltd. 1957. 

This interesting book gives the inside history of the pre- 
paration and passage through Parliament of the National 
Insurance Bill, 1911. Mr. Braithwaite wrote his 
memoirs, mainly from his personal diary, 20 years after the 
Act had been passed and when he was in the relatively 
secluded position of a Special Commissioner of Income 
Tax. Though he and Mr. John Bradbury, later Lord 
Bradbury—the “ busy B.s,” as Lloyd George called them 
worked all round the clock to keep up with the demands 
of the Chancellor, and though it had been confidently 
expected by almost everyone that Braithwaite would carry 
the main responsibility for bringing the Act into operation, 
he was cast aside and never attained his ambition. When 
he wrote the memoirs he was still smarting under the in- 
justice of his treatment. They have been well edited, and 
to some extent expurgated, by Sir Henry Bunbury, who 
was engaged in the early days with the administration of 
the scheme, and there is an essay of 16 pages by Pro- 
fessor Titmuss on the theory and practice of national 
insurance. 

Braithwaite was “ one of that brilliant band of young men 
who entered the Higher Civil Service by open competition, 
mostly from Oxford, around the turn of the last century.” 
The story opens with his visit to Germany in 1910 at the re- 
quest of Lloyd George to find out “all about ” the German 
national insurance scheme. Subsequent chapters recount 
the complex story of the drafting of the Bill and the immense 
opposition it encountered, not least from the doctors, as it 
was passing through Parliament. Though Braithwaite was 
principally concerned with approved societies, collecting 
societies, and what contributions should be paid by casual 
and other lowly paid workers, there are many mentions of 
the medical controversy, and he “ sat in” when deputations 
were received from the British Medical Association. Inci- 
dentally he favoured payment of the doctors per case 
treated rather than by capitation. It was an unhappy 
period for the profession. On December 21, 1912, a 
B.M.A. Representative Meeting passed by an overwhelming 
majority a resolution calling on all practitioners to refrain 
from placing their names on any panel. A very large 
proportion of the doctors of the country had already signed 
a document to the effect that they would not do so until 
terms had been agreed by the Association. Nevertheless, 
on January 2, 1913, two weeks before medical benefit was 
due to begin, the Government announced that nearly 
10,000 doctors were available to take service under the 
Act, and on January 17, 1913, the Representative Body met 
again and released members from their pledges. Those 
still alive who remember those days will recall the bitterness 
of feeling which divided the profession into two camps: 
those who had stuck to their pledge and refused to join the 
panel, and those who had unilaterally released themselves 
from their undertaking. In those distant days ladies were 
“at home” once a month, but “ panel” wives were never 
to be found at the homes of “non-panel” doctors or vice- 
versa. Normal social life among doctors and their families 
was violently disrupted, and it was years before harmony 
was restored. 

The place which Braithwaite had hoped to fill in the 
administration was given to Sir Robert Morant. Braith- 
waite alleges that Morant did not like the scheme and 
wanted a salaried medical service. Morant and Braithwaite 
were soon at loggerheads, and the memoirs give Braith- 
waite’s version of the story. The dynamic personality and 
driving force of Lloyd George are clearly pictured, as is 
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the way he “charmed, coaxed and bludgeoned” the Bill 
through Parliament. The work was done from the Treasury 
Office. The Local Government Board under John Burns was 
indifferent or even hostile. The newspapers, especially those 
controlled by Harmsworth, were actively hostile. Many 
prominent politicians and distinguished civil servants figure 
in the pages. The book illustrates the almost superhuman 
task required of Braithwaite and others in preparing briefs, 
waiting about to catch a politician, and being present when 
deputations were being received and when the House of 
Commons was considering the Bill. It will be a revelation 
to many to see what goes on behind the scenes when con- 
tentious legislation is before Parliament. To those inter- 
ested in how the country is governed and in the beginnings 
of our National Health Service the book will be fascinating. 


ALLEN DALEY. 


PHYSIOLOGY OF NERVE CELLS 


The Physiology of Nerve Cells. By John Carew Eccles. 
(Pp. 270+ix; illustrated. 30s.) Baltimore: Johns Hopkins 
Press. London: Oxford University Press. 1957. 

This book is based on a series of lectures given at Johns 

Hopkins University in the autumn of 1955, but incorporates 
some more recent findings. The description of the nerve 
cell depends to a large extent on the recording of electrical 
changes in motor neurones by means of intracellular elec- 
trodes, in which field Professor Eccles holds a dominating 
position. An opening account of the properties of the indi- 
vidual neurone, when unaffected by other neurones, is 
followed by several chapters on the alterations produced 
by the activity of excitatory and inhibitory synapses and 
their influence in determining the possibility of discharge 
of the neurone. The experiments are described which 
demonstrate that the fundamental alteration produced by 
each type of synaptic action is an increase in the permea- 
bility of the neuronal surface membrane towards certain 
ions, which are thus enabled to move more readily across 
the membrane, driven by their concentrations inside and 
outside and by an electric potential difference. The re- 
sultant changes in electric potential, as they are observed 
to occur in the cell body, determine the possibility of dis- 
charge, inhibitory synapses exerting a contrary action to 
excitatory ones owing to a difference in the species of ions 
whose ability to penetrate the membrane is increased. The 
book concludes with a description of some of the simpler 
multineuronal pathways in the central nervous system, con- 
sideration being given to the different substances, mainly 
unidentified, which are presumed to mediate at the several 
synapses in each pathway. Some more highly speculative 
material on the relation of structure and function is also in- 
cluded. The work on the alterations of the electrical proper- 
ties of the motor neurone by synaptic action and on the role 
of ions in this process, which forms the core of this book, has 
appeared in the physiological literature. The less specialized 
reader is now presented with the conclusions of-this work 
without the strain of following the details of the original 
investigations. A profusion of illustrations does neverthe- 

‘less provide evidence for each point as it is raised, and 

consideration is given for experimental procedure at various 

places in the text where this is required for an appreciation 
of the limitations of intracellular techniques. 
P. Farr. 


LEFT-HANDEDNESS 


Left-handedness: Laterality Characteristics and Their Educa- 
tional Implications. By Margaret M. Clark, M.A., Ed.B.. 
Ph.D. (Pp. 214+xvii. 15s.) London: University of London 
Press Ltd. 1957. 
This is mainly an investigation into the laterality of a 
group of 330 Scottish schoolchildren of about 11 years of 
age. The author soon found that no one easy test of sided- 
ness exists and that it is a relatively difficult matter to 
decide upon questions of manual preference, footedness, 
eyedness, and even earedness. Eventually a battery of 18 
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straightforward procedures was chosen suitable for use in 
the case of children. One or two of the testing procedures 
entailed the act of writing, and it was found, when the ratio 
of ability of the writing hand with the non-writing hand 
was calculated, that in the left-hand writers there was a 
tendency for the two hands to be closer in ability than 
were those of the right-hand writers. This was more notice- 
able in boys than in girls. The author utilized the van 
Piper tests within her battery, but for various reasons she 
was rather critical of their utility. Like so many other in- 
vestigators, Dr. Clark was led to the conclusion that handed- 
ness is not a completely straightforward problem and that 
sinistrality is by no means a simple deviation of a normal 
state of affairs. Thus, a group of left-handed writers among 
the schoolchildren showed, on analysis of their preference 
tests, that they were not so uniform in their preference for 
the left hand as were many right-handers in their preference 
for the right hand. The author's conclusions as to general 
ability and handedness are relatively tentative, but they are 
suggestive as regards future research. Thus it appeared 
that, though left-hand writers are not less rich in scholastic 
achievement than right-handers, right-handed writers with 
left-handed tendencies may be poorer in scholastic attain- 
ment. This indication, should it be proved, would have 
an important bearing on the vexed question whether a left- 
handed child should be made to use his right hand. From 
all her investigations Dr. Clark came to the sober conclu- 
sion that no essential difference was apparent between left- 
handers and right-handers, except for their use of a different 
hand. 

The first half of this book deals in an orthodox fashion 
with the problems of laterality and cerebral dominance as 
it stands to-day. Some important names are missing, how- 
ever, such as Conrad, Subirana, and Zangwill, especially as 
it would appear that in the end the neurologist has the 
last word on the identification of the dominant half of 
the brain. Thus, if we may follow the author's example in 
quoting Nielsen (whose name, incidentally, she misspells 
with maddening consistence), “ It is impossible to state cer- 
tainly whether a given person is right- or left-handed until 
a cerebral lesion with aphasia occurs.” 

MACDONALD CRITCHLFY. 


MENTAL HEALTH OF THE CHILD 


The Child and the Outside World: Studies in Developing 
Relationships. By D. W. Winnicott Edited by Janet 
Hardenberg. (Pp. 189. 16s.) London: Tavistock Publica- 
tions. 1957 
There was a time in the mid-Victorian period when any 
text dealing with the upbringing and management of 
children was expected at suitable intervals to refer to the 
development of the child as a manifestation of the 
omniscient Creator and the wonder of His plan for man- 
kind therein exemplified. Within this sincere convention 
it was possible to expound the current practice of the time 
In these days it is in some quarters thought necessary. 
when giving practical advice on how to deal with every- 
day problems of child care, to make acknowledgment to 
the myth of Oedipus and the way in which the infant's 
developing love can in retrospect be found to re-experience 
the emotions of the son and murderer of Laius. The 
theory has changed, but the. children continue to offer 
the same problems and often to overcome them with, and in 
spite of, the treatment given. The present author is both 
a paediatrician and a psycho-analyst, and his book, which is 
to some extent a sequel to The Child and the Family, con- 
sists of a series of essays mainly addressed to those who 
are professionally concerned with children. such as children’s 
officers, teachers, and case-workers. There are sections on 
the psychological needs of the child, on shyness, adoption, 
maternal deprivation, play, stealing and other forms of 
delinquency, and a variety of other matters on which a 
child psychiatrist may be expected to have something to 
say. Mental health, says the author, depends on a good 
start with plenty of mother love, and not too much frustra- 
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tion or contact with abnormal children. Everything depends 
on a happy emergence from the Oedipus phase, for by then 
the die is cast. “ This central theme . . . remains to-day 
a central fact. infinitely elaborated and modified but in- 
escapable.” For the deprived, the illegitimate, the orphan 
it can never be the same, for they are “unlikely to come 
through without scars, perhaps ugly ones.” But in his 
chapter on sex education in schools we learn that “ in free 
schools. were there is practically no ban on sex, the illegiti- 
mate child is surprisingly rare, and when pregnancies do 
occur, it is usual to find that one at least of the partners is 
a psychiatric case.” The offspring of these unions can only 
add themselves to the army of the deprived who appear to 
be the poor heathen. so far as Dr. Winnicott’s rather ex- 
clusive kirk is concerned. There is much sound sense and 
fine writing in this book, but it may not be very safe in 
the hands of those workers in the field of child welfare 
who are apt to take their psychology books too seriousl) 


and too literally. c 
ALEXANDER KENNEDY. 


AMERICAN TEXTBOOK OF PATHOLOGY 


Textbook of Pathology: With Clinical Applications. By 
Stanley L. Robbins, M.D. (Pp. 1,351+4-x; illustrated. £6 6s.) 
Philadelphia and London: W. B. Saunders Company. 1957 
This textbook is designed on ambitious lines. It has over 
1,300 pages with nearly 1,000 illustrations, and is almost 
half as heavy again as the seventh edition of MacCallum’s 
textbook. At this bulk and irrespective of its contents it 
is very likely—indeed, almost inevitable—that Dr. Robbins’s 
book will be used by the student as a work of reference 
rather than a companion during his study of pathology. 
This is regrettable, because the author has made a com- 
mendable effort to arouse the interest of his undergraduate 
readers by skilfully arranging his subject-matter in logical 
sequence and by taking every opportunity to simplify its 
complexities by patient explanation. He has in addition 
devoted a good deal of space and effort to the correlation 
of the structural and biochemical changes produced by 
disease with their clinical manifestations. It may well be. 
therefore, that if this single weighty volume were published 
in a short series of separate fascicles it would more suc- 
cessfully arouse the student's interest. The emphasis placed 
on clinico-pathological correlation is obviously due to the 
popularity of the clinico-pathological conference in the 
hospitals of the United States. We are slow to adopt this 
discipline in this country, and those who may be doubtful 
of its educational value will be able to see its effects on 
the outlook of a pathologist who has clearly spent a great 
deal of time on its perfection. Dr. Robbins’s book is a 
comprehensive exposition of general and special pathology, 
although many British pathologists would have welcomed a 
more generous treatment of the general principles of 
pathology. The illustrations are of high quality, the out- 
look is modern, physiological principles are not neglected, 
and the text ts remarkably easy to read and to follow. 
Georrrey 


FLUID AND ELECTROLYTES 


Fluid and Electrolytes in Practice. By Harry Statland, M.D. 

Second edition. (Pp. 229+xv. 45s.) London: Pitman 

Medical Publishing Co. Ltd. 1957. 
Dr. Statland’s book has enjoyed a rapid success as a popular 
introduction to a complex subject. An important function 
of this kind of introduction is to teach the language of 
the subject, and it does this well. The book has been 
revised for the new edition. It provides the student with a 
simple and consistent story, even if it is longer than need 
be for its purpose and not always accurate in detail. Con- 
trary to what the reader of the book might be led to 
believe, he should be warned that in practice he will usually 
derive more help from the records of intakes and outputs 
than from the laboratory determinations, and that often the 
oral route is to be preferred to the intravenous. 

PAUL FourMAN. 
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EVIDENCE TO THE ROYAL COMMISSION 


The British Medical Association has sent a prelimin- 
ary memorandum of evidence to the Royal Commis- 
sion on Doctors’ and Dentists’ Remuneration. It is 
published in full in this week’s Supplement, and the 
Association intends to follow this up with evidence on 
specific points. Other medical organizations have 
already sent in their evidence, and it may be assumed 
that, in spite of differences of approach and of em- 
phasis, they would converge on the central feature of 
the profession’s agreement with the Government when 
it entered the Health Service in 1948—the two Spens 
Reports. In its preliminary memorandum the 
Council states that the evidence is being given “ with- 
out prejudice to its [the profession’s] right to press for 
the fulfilment of the Government's clear moral obli- 
gation to honour the promises made to the profession 
when it entered the National Health Service on the 
appointed day.” The B.M.A.’s memorandum use- 
fully recapitulates the main facts of the dispute be- 
tween Government and profession over its remunera- 
tion since July, 1948. Unfortunately, it is necessary 
to go on repeating ad nauseam what these facts are, 
because a long succession of Ministers of Health 
under different Governments have done their best to 
ignore them, and the appointment of the Royal Com- 
mission after nine years of the N.H.S. seems directed 
to replacing the Spens recommendations with some- 
thing else. If this something else should prove to be 
a more workable alternative—and acceptable to the 
profession as a whole-—then possibly the promised 
consultations could result in a new charter for the 
profession. But no doubt our representatives will, in 
their subsequent evidence and negotiations, make it 
perfectly clear that they will not accept an inferior 
substitute. 

As has been said many times before, when the 
medical profession agreed, with a bare majority, to 
enter the National Health Service in 1948, it accepted 
the then Government’s word that its terms of service 
would be in line with the Spens recommendations for 
genera! practitioners and for consultants and special- 
ists. These recommendations were governed by a 
factor of overriding significance—the guarantee of a 


certain standard of living to one of the great profes- 
sions about to take part in a comprehensive State- 
provided medical service. Since the appointed day in 
July, 1948, few publicists and politicians have shown 
any realization of what a tremendous step this was for 
the profession to take or what hostages to fortune 
it was giving by such an abrupt transition from one 
way of life to another. Since 1948 the profession’s 
relations with the Government have been punctuated 
by a series of disputes over remuneration, all based 
on the simple fact that Governments have refused to 
put the Spens recommendations into effect. Late in 
the day the remuneration of general practitioners was 
submitted to arbitration “ in order to give effect to the 
recommendations of the Spens Committee, having re- 
gard to the change in the value of money since 1939, 
to the increases which have taken place in incomes in 
other professions, and to all other relevant factors.” 
When Mr. Justice Danckwerts made his adjudication 
public the Government of the day got a severe shock, 
and almost immediately made it obvious that it would 
not take the results of this adjudication as a model for 
the future. It was one thing to promise to fulfil the 
Spens recommendations, but the reality of fulfilment 
was too painful. When, therefore, the consultants 
and specialists in 1954 sought to have their remunera- 
tion correspondingly adjusted, they found themselves 
compelled to accept a settlement that bore little rela- 
tion to the Spens recommendations. When, subse- 
quently, consultants and general practitioners jointly 
put in a claim, the Government reacted by setting up 
the Royal Commission which is now sitting. 

The two Spens Co1.mittees based their recommen- 
dations on what had been the normal financial expec- 
tations in the past and on the desirability of maintain- 
ing the future social and economic status of the pro- 
fession and its power thereby to attract suitable 
recruits. Both Committees gave details of the salaries 
and incomes they thought different categories of con- 
sultants and general practitioners should earn in terms 
of the 1939 value of money, and stressed that others 
would have to translate these in accordance with 
changes in the value of money and with increases in 
the incomes of other professions. The Royal Com- 
mission’s terms of reference have obviously been 
drawn up with a view to getting a different basis for 
the payment of doctors working in the Health Service. 
It makes no reference to past expectations and no 
reference to the changing value of money. It lays all 
its stress on a comparison between the present earn- 
ings of doctors and those of other professions 
and “connected occupations”; and it will “in the 
light of all this and any other relevant evidence 
recommend such ‘ current levels of remuneration’ as 
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appear to the Commission to be justified.” The 
Commission will not be concerned with schemes of 
distribution. 

If the profession may have appeared at times to lay 
undue stress on the altered value of money, this did at 
least provide a basis on which the statisticians and the 
economists could give it exact guidance. It has not 
laid so much emphasis on the “ increases” in other 
professions, in many of which exact figures are hard 
to get or incomplete, and for comparison are often 
misleading. But the Royal Commission is stressing 
comparison of medical earnings with the earnings of 
others to-day. It will be some time yet before it can 
make recommendations, and it is not improbable that 
they will be made after the life of the present Govern- 
ment has come to an end. The award of 10% in- 
crease to junior hospital staff, and of 5% to other 
hospital staff and to general practitioners, was tardily 
given by a Government that had already said “ No” 
several times. At the outset of the present dispute 
we described the matter as a “ crisis of confidence ” 
between profession and Government. The crisis still 
exists. The National Health Service is in urgent need 
of reform. But a necessary prerequisite is the estab- 
lishment of confidence between Government and pro- 
fession so that together they can provide the country 
with an efficient Health Service staffed by contented 
men and women. The Minister of Health has not far 
to look for evidence of discontent. 


FATE OF ADRENALINE IN THE BODY 


The pathway of the breakdown of adrenaline and of 
noradrenaline in the body has received much atten- 
tion in recent years, since precise knowledge of this is 
likely to be of great help in solving the problem of 
hypertension. The two channels of inactivation which 
have hitherto been investigated are conversion to 
adrenochrome and removal of the amino group from 
the side chain. No actual evidence has ever been 
obtained of conversion to adrenochrome, and the 
evidence of deamination by the enzyme amine oxidase 
has been for various reasons unsatisfactory. Now we 
learn of a new step in inactivation which has been dis- 
covered because of the observation of K. N. F. Shaw, 
A. McMillan, and M. D. Armstrong' that homo- 
vanillic acid is a normal constituent of human and of 
rabbit urine, and that the administration of dopamine 
(hydroxytyramine), which is a precursor of noradren- 
aline, increases the amount of homovanillic acid 
excreted. 


If noradrenaline and adrenaline followed a path- 
way similar to that followed by dopamine in becom- 


ing homovanillic acid, then 3-methoxy-4-hydroxy- 
mandelic acid should be present in the urine. M. D. 
Armstrong, and A. McMillan* have now found 
this substance in urine and have observed that adults 
excrete 2 to 4 mg. per day. Further, they showed that 
the excretion rose when noradrenaline was admin- 
istered, the extra amount corresponding to 30% of 
the noradrenaline given. They also studied two 
patients with adrenal medullary tumours and found 
greatly increased excretion : when the tumours were 
removed the excretion fell to normal. They recom- 
mend determination of 3-methoxy-4-hydroxymandelic 
acid in the urine as a method of diagnosing the 
presence of a phacochromocytoma. 

In the formation of this compound from nor- 
adrenaline or adrenaline there are two essential steps : 
one is the conversion of the 3-hydroxy- group to 
3-methoxy-, and the other is the deamination of the 
side chain by amine oxidase. 

HO CH,0 
“He 
CHy NH, GH CHO 


Noradrenaline 3-methoxy-4-hydroxymandelic acid 


An enzyme which effects the methylation of the 
OH group has now been found by J. Axelrod.* 
Demonstrable in rat liver, this enzyme, when methio- 
nine and adenosine triphosphate were present, caused 
the disappearance of adrenaline and the appearance 
in its place of methoxyadrenaline. He used methio- 
nine and adenosine triphosphate because G. L. Can- 
toni* had shown that they form an active methylating 
combination for nicotinamide. Axelrod identified 
the product formed, first, by comparing it with syn- 
thesized methoxyadrenaline, making comparisons by 
chromatography and by fluorescence measurements ; 
and, secondly, by treating the product with amine 
oxidase and showing by chromatography that 3- 
methoxy-4-hydroxymandelic acid was formed. Thus 
adrenaline and noradenaline undergo two changes. 
One is methylation of an -OH group in the ring, the 
other is deamination in the side chain. What remains 
to be decided is which process occurs first. It is 
clearly important to know whether methoxyadren- 
aline, or methoxynoradrenaline, if they are formed 
first, are pressor substances. 

Before this new work there was much doubt about 
the part played by amine oxidase in the breakdown 
of adrenaline and noradrenaline. Among the reasons 
for this uncertainty was the failure of some amine- 


1 Shaw, K. N. F., McMillan, A., and Armstrong, M. D., Fed. Proc., 1956, 

* Armstrong, M. D., and McMillan, A., ibid., 1957, 16, 146. 

* Axelrod, J., Science, 1957, 126, 400. 

* Cantoni, G. L., J. biol. Chem., 1951, 189, 203. 

* Udenfriend, S., Weissbach, H., and Bogdanski, D. F., /. Pharmacol. exp. 
Ther., 1957, 120, 255. 
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oxidase inhibitors to modify the action of adrenaline 
in the body. However, S. Udenfriend, H. Weissbach, 
and D. F. Bogdanski® have recently shown that when 
iproniazid (“ marsilid ”) was administered to rats, and 
when liver slices from these rats were incubated with 
hydroxytryptamine the destruction of the hydroxy- 
tryptamine proceeded just as quickly as when liver 
slices were taken from normal rats. There was no 
inhibition by the iproniazid. But, when the liver cells 
were destroyed and homogenates prepared, the amine 
oxidase in the homogenates was completely inhibited 
by the iproniazid. The authors conclude from this 
and other evidence that iproniazid does not enter the 
cells of the liver or of the peripheral tissues, though, 
interestingly enough, it works in the brain. It must 
be said that the question of the part played by 
iproniazid in the body is not yet finally settled, since 
other observations suggest that it can have some in- 
hibitory effect. Fresh progress, however, has now 
been made in the investigation of the breakdown of 
adrenaline, and the way to further advances has been 
indicated. 

For students of the brain this new work also has 
importance. Axelrod found his enzyme which methy- 
lates adrenaline to be present in the brain. Mescaline, 
which gives rise to hallucinations, has three methoxy 
groups in the ring. Is it possible that mescaline in- 
hibits the methylation of noradrenaline in the brain 
and so raises its concentration? There are other 
questions, too, that might be asked. Does iproniazid 
produce euphoria by raising the concentration of nor- 
adrenaline in the brain? Does reserpine cause depres- 
sion by lowering the concentration of noradrenaline 
in the brain ? Does chlorpromazine tranquillize by 
antagonizing noradrenaline in the brain? After a 
period during which great attention has been paid to 
hydroxytryptamine, a return to the study of the part 
played by noradrenaline might now be rewarding. 


TOO MANY DOCTORS ? 
The departmental committee’ appointed in February, 
1955, with Sir Henry Willink as chairman, to examine 
the medical manpower question, has now reported.? 
It was asked “ to estimate, on a long-term basis . . . 
the number of medical practitioners likely to be en- 
gaged in all branches of the profession in the future, 
and the consequential intake of medical students re- 
quired.” This remit was the outcome of a growing 
feeling by many, including the Representative Body 
of the B.M.A. and the Conference of Local Medical 
Committees, that perhaps too many doctors were 
being trained for too few openings in the future and 
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that a surplus during the next few years was inevit- 
able. The feeling was accentuated by the difficulties 
of promotion being experienced by hospital junior 
staff and the lack of openings for general practice in 
some parts of the country. But whether these prob- 
lems were due to overcrowding in the profession or to 
other factors was not clear, and it was the Willink 
Committee’s task to find out the facts. 

Its conclusions give the lie to fears of any serious 
overcrowding in the profession. Up to the present 
it finds that medical schools in Great Britain have not 
been producing too many doctors. Nor are there any 
signs that the limits of expansion of the medical 
profession have been reached. Deficiencies of vary- 
ing size remain to be filled in most branches of medi- 
cine. After 1961, however—that is, the earliest date 
for which any measures can be effective—the Com- 
mittee thinks that a reduced output of doctors will 
suffice and that this will be met by a reduction in the 
student intake by about 10% from as early a date 
as possible. This reduction is called for mainly be- 
cause the armed Forces -will need about a thousand 
fewer doctors from 1962 onwards. A decline in medi- 
cal “exports” is also foreseen, whereas the number 
of those from overseas, principally Eire and the Com- 
monwealth, who settle in this country is likely to 
remain the same. From 1975 more doctors are likely 
to be needed in civilian practice to offset death and 
retirement and changes in the size and age distribu- 
tion of the population, and therefore the student in- 
take will have to be raised from about 1970. This 
last conclusion is speculative, however, and it is sug- 
gested that the situation should be reviewed again 
in ten years’ time. 

The output of all medical schools, 27 in number, in 
Great Britain and Northern Ireland at present and in 
the near future is expected to average 1,885 per 
annum. During the period mid-1955 to mid-1962 in- 
clusive, the number of new doctors beginning to prac- 
tise will therefore have amounted to about 13,000, 
and these, together with the doctors made available 
by the planned reduction in the armed Forces, will 
meet not only the Committee’s estimate of needs 
during that period but also a deficiency of about 800 
which it found to exist in mid-1955, mainly in general 
practice. The average annual output required, from 
1962 to 1971, from medical schools in Great Britain 
is estimated at 1,655. This requirement would be met 


' The members of the Willink Committee were : Sir Henry Willink (Chairman) , 
Dr. J. T. Baldwin, Sir Harold Boldero, Sir John Charles, Lord Cohen, 
Sir Andrew Davidson, Dr. A. B. Davies, Mr. J. P. Dodds, Professor 
Sir Geoffrey Jefferson, Mr. L. G. K. Starke, Mr. A. B. Taylor. 

8 Report of the Committee to Consider the Future Numbers of Medical 
Practitioners and the App’opriate Intake of Medical Students, 1957. 
H.M.S.O., London. Price 2s. 6d. net. 

* Supplement, 1956, 2, 151. 
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therefore by a reduction in the current annual output 
of about 170, and to supply this reduced number the 
intake to medical schools from 1957 onwards should 
average about 1,760—or a cut of 10% as proposed. 
This cut does not include colonial or overseas students 
who train in Great Britain and then return to their own 
countries to practise. The Committee estimates that 
the number of doctors likely to be engaged in civilian 
practice in Great Britain by 1971 is about 60,000 as 
against 53,260 in 1955. In addition there will be 
about 1,800 employed in the armed Forces. 

In reaching its conclusions the Committee empha- 
sizes that precise estimates of future requirements of 
doctors are impossible. This indeed is obvious. Quite 
apart from uncertainties—future losses from death 
and retirement, for instance—such things as changes 
in medical techniques and therapeutic methods, as 
well as changes in the incidence of disease, are so un- 
predictable as to make allowance for them impos- 
sible. Changes in the organization of the nation’s 
health services are another imponderable cited by the 
Committee, and it adds that the numbers employed in 
the National Health Service “ must depend on its size 
and scope and so, ultimately, on the amount of the 
country’s resources allocated to it.” More bluntly, 
one might say on what the country is prepared to 
spend on it. All in all, the impression gained from 
the Willink Committee’s report is that almost every 
aspect of the subject is, as the B.M.A. Scottish Com- 
mittee put it, “fraught with prognostic difficulty ” 
and that “nothing short of efficient crystal-gazing 
could give the answer.” 


ACUTE RESPIRATORY DISEASES IN 
YOUNG CHILDREN 


There is a well-known seasonal incidence of acute respi- 
ratory disease in young children each autumn and winter, 
and this high incidence reached epidemic levels in 
London in late 1953. The Ministry of Health was 
interested in the epidemiological aspects of these diseases, 
and to augment its usual sources of information asked 
nine paediatricians in London and four in the provinces 
to provide information relating to hospital admission of 
children under 5 years of age during the last thirteen 
weeks of the years 1953-5 and the first thirteen weeks of 
the years 1954-6.' The diseases studied were acute 
bronchitis, acute bronchiolitis, bronchopneumonia, and 
laryngo-tracheo-bronchitis. The uncommonly high 
incidence of these diseases in London in November, 
1953, was confirmed, though there was no correspond- 
ing epidemic in the provincial centres ; no satisfactory 
explanation was available either for the London epidemic 


* Nicol, C. G. M.. Monthly Bull. Minist. Hith Lab. Serv., 1957, 16, 192. 
Gap by Fifty-five General Practitioners, Brit. med. J., 1956, 
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or its absence elsewhere. Generally, every winter there 
was a big rise in hospital admissions of young children 
suffering from one of these diseases, and at every centre 
and every year there were more admissions of boys than 
girls. This last feature also remains unexplained. 

This investigation, so far as it went, poses more prob- 
lems than it answers. The vast majority of cases of 
acute respiratory disease in children are not sent to hos- 
pital and are not seen by paediatricians, but are treated 
by family physicians. It is surely they who are in the 
best position to provide the answers to many problems by 
a detailed and systematic study of their cases, including 
the taking of full notes. From these definite patterns of 
disease complexes may eventually be distinguished, and 
precipitating factors, such as family infections, dietary 
habits, and social and economic conditions, be identi- 
fied. Liaison may be established between the family 
doctors and the hospitals and public health laboratories, 
including the increasing number of these which are 
equipped for the investigation of virus diseases. The 
collection of specimens as near as possible to the onset 
of the disease, and again in the convalescent stage, 
requires careful organization. 

We know very little about the value, if any, of chemo- 
prophylaxis or other methods of the prevention of these 
illnesses, and not much more about the best treatment. 
We shall make little progress until we know more about 
their aetiology. All these aspects seem to deserve careful 
and concerted study, perhaps by the College of General 
Practitioners in conjunction with their hospital colleagues 
by methods that have already met with success. The 
very size of the problems and the high mortality rate 
which is still attached to these diseases in the very young 
should be an impetus to tackle it as an emergency. 


THE BRITISH COUNCIL AND MEDICINE 


Ever since it established a Medical Department early in 
the war the British Council has played a great, but little 
appreciated, part in securing recognition in other 
countries of the advances made by British medicine. As 
it states in its Annual Report, just published,’ it is upon 
the pure and applied sciences that much of Britain's 
prestige, prosperity, and existence as a leading nation 
depends. The work of the Medical Department is under 
the general direction of the Council's Medical Panel, 
whose chairman is Dr. E. A. Carmichael. Each year 
doctors from other countries come to Britain under the 
Council's auspices to take part in specially arranged 
courses or to pursue special lines of study as Council 
scholars. The Council also arranges for visits to other 
countries of irdividual lecturers and special teams of 
experts. In the present Report it mentions, for example, 
the great success attending the visit to South American 
countries of a team consisting of a chest surgeon, a 
cardiologist, and an anaesthetist. “The subjects for 
operation,” the Report states, “ were selected by mem- 
bers of the medical profession in each country [Brazil, 


' The British Council, 65, Davies Street, London, W.!. Annual Report 
1956-57. Price Is. 
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Chile, Colombia, and Uruguay], who thereby gained an those reached in the U.S.A. and Canada. G. C. 


opportunity of observing British methods of diagnosis, 
operative techniques, and the administration of anaes- 
thetics. The immediate impact whicn this team made 
was undoubtedly great, and further results are now ap- 
pearing in the form of visits from surgeons and cardio- 
logists whose interest in British methods has been 
aroused and who are coming here to inquire further.” 
And the British Council quietly notes that many of these 
visitors will come with authority from their universities 
or Governments to buy British apparatus and instru- 
ments. Then there is the Council’s publication the 
British Medical Bulletin, which has achieved a reputa- 
tion second to none among those periodicals which 
review advances in medical knowledge. When other 
countries ask the Council for medical films it takes great 
care to recommend only those which its Film Panel re- 
views. The libraries maintained by the Council in foreign 
cities are well stocked with British medical textbooks 
and periodicals, and its representatives play an invalu- 
able part in making it possible for doctors to buy British 
medical books and journals in those countries where 
currency restrictions make such purchases difficult. 
Anyone who has seen the work of the Council at first 
hand can have only one regret, and that is that a 
niggardly budget makes it impossible for it to do more. 


POLIO VACCINE DOSAGE 


Children inoculated with the poliomyelitis vaccine in 
Great Britain have so far received two doses of it. 
Now that more is to be made available from a second 
British manufacturer and from Canada and the U.S.A., 
the question of giving a third dose needs to be con- 
sidered. Evidence from field studies carried out by the 
Medical Research Council' showed that two doses of the 
British vaccine gave about 80% protection against the 
paralytic disease. The children studied had been inocu- 
lated in the early part of 1956 and were exposed to the 
risk of infection in the small outbreak of the disease in 
the summer of that year. Consequently, though the pro- 
tection against the disease was probably high during the 
summer and autumn, it may have begun to wane towards 
the end of the year. If a third injection is given about 
seven months or more after the first two, it seems likely 
that protection can be heightened and prolonged. 

A report to the Medical Research Council, pub- 
lished in the Journal this week at page 1207, provides 
evidence that a third dose is desirable. Analysis of 
data from 100 children showed that the antibody level 
produced by two doses declined after some months, 
and that a third injection, given eight to eleven months 
after the first two, caused responses in many of the 
children which were as good as those resulting from 
infection with the virus. These conclusions agree with 


: Report to Medical Research Council by Poliomyelitis Vaccines Committee, 


Brit. med. J.. 1957, 1, 1271. 
* Brown. G. C., and Smith, D. C., J. Amer, med. Ass., 1956, 161, 399. 
* Salk, J. E.. ibid, 1956, 162, 1451 
* Defries, R. D., Canad., med. Ass. J., 1957, 77, 663. 
* See note on page 1252. 


Brown and D. C. Smith* studied the effects of various 
inoculation schedules on infants and young children, and 
found that those receiving three doses had a better anti- 
body response than those receiving two or one. Salk* 
considers that the first two doses should preferably be 
given four to six weeks apart, and the third be given 
seven or more months later. R. D. Defries,* of the Con- 
naught Research Laboratories, Toronto University, gives 
the same advice. The schedule of two doses recom- 
mended in Great Britain presumably reflects the short- 
age of vaccine here, and no change of policy is to be 
found in the communications sent from the Ministry of 
Health to local health authorities this week.° Sufficient 
vaccine is to be imported to offer vaccination before next 
summer to all children under 15, to pregnant women, to 
members of the medical profession specially exposed to 
risk, to ambulance staffs, and to the families of these last 
two groups. This apparently means two doses. But 
there may well be a case for also offering inoculation 
next spring to those children who have already received 
two doses. 


CANDIDA NAPKIN RASHES 


The clinical diagnosis of most diseases due to fungi is 
not only difficult but also unreliable unless supported by 
microscopical evidence and, in some cases, also by cul- 
tural evidence. This is no less true of cutaneous dis- 
orders of the napkin area, in which yeast-like organisms 
may play a part. Indeed, the necessity for these aids is 
apparent on reading often widely differing clinical 
descriptions of the lesions in textbooks and periodicals. 
This lack of uniformity in clinical description does not 
reflect insufficient observation on the part of authors, but 
rather the variety inherent in the clinical picture itself. 
In considering the differential diagnosis, a variable 
cutaneous “soil” which is under the influence of an 
equally variable microclimate has to be taken into 
account. A fairly large area is subjected to the 
deleterious action of frequent inundations of warm urine 
and less frequent but no less deleterious action of warm 
faeces. The ill effects of this vary in severity with 
different standards of hygiene. As clinical entities they 
have been repeatedly described; such are intertrigo. 
ammonia dermatitis, napkin dermatitis, and rash due to 
faeces. The feature common to them all is erythema, 
and in the main its relative distribution is the criterion 
by which they are distinguished. On the warm, moist 
cutaneous soil of the napkin area both pathogenic and 
non-pathogenic micro-organisms thrive and multiply 
inversely with the number of napkin changes. Occasion- 
ally some of the pathogenic forms succeed in establish- 
ing themselves in the saturated substrate, and the result 
may be infection such as impetigo (due to staphylococci 
or streptococci) or candidiasis (due chiefly to Candida 
albicans). 


* Bound, J. P., Brit. med. J., 1956, 1, 782. 
7 Holzel, A., Arch. Dis, Childh., 1953, 28, 412. 
* Robinson, R. C. V., J. Pediat., 1957, 86, 721. 
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In primary candida infection of the skin in this area 
small dull red macules* are present at first, or reddish- 
brown papules." These desquamate in due course, so 
that usually small denuded patches result, each 
surrounded by a white overlapping fringe of epithelium. 
Vesicles may also be seen, and, when they rupture, also 
leave a denuded surface surrounded by a white fringe 
of epithelium. Whatever form the lesions assume 
at first, they may, if close together, coalesce to 
form much larger lesions, in which also the peripheral 
epithelial fringe may be observed. Unfortunately, 
the clinical picture is frequently indefinite and atypical, 
being conditioned to a greater or less extent by 
the idiopathic alteration already mentioned. Thus 
an extensively erythematous, macerated, and partly 
excoriated cutaneous surface may be clinically diag- 
nosable as a severe degree of ammonia dermatitis or a 
napkin dermatitis, which in fact it probably is, especially 
if no epithelial fringes are seen ; but candida infection 
may also be present, though not clinically discernible, in 
a secondary role. Likewise, it is difficult to detect it 
clinically when it is secondary to seborrhoeic dermatitis 
or infantile eczema in the napkin area.” To the experi- 
enced dermatologist or paediatrician characteristic 
lesions outside this area may reveal the primary condi- 
tion and even the nature of the secondary infection, but 
these may be absent. 

In such cases not even the most careful clinical exami- 
nation equals in value the irrefutable evidence which 
can be provided by the microscopical examination of a 
small quantity of epithelial debris taken from the lesion. 
The procedure required is simple and expeditious. It 
consists in mounting on a microscopical slide, in a small 
drop of 10% caustic potash solution, a scraping of 
macerated epithelium preferably from the edge of a 
lesion. In such a preparation, which should be warmed, 
the yeast-like organisms, when present, can be observed 
by examination with the aid of the usual dry objective 
lenses 2/3 in. (16 nim.) and 1/6 in. (4 mm.) combined 
with a x10 ocular. In these lesions they occur as 
rounded or oval budding cells (blastospores) associated 
with more or less thread-like growth (pseudomycelium). 
When oily preparations have been used to treat the 
lesions, epithelial debris, after being mounted directly on 
the slide, should be rinsed several times in ether before 
being immersed in the caustic potash solution, for other- 
wise oil drops will make definition difficult and may 
themselves even be mistaken for blastospores. 

Treatment should follow on positive findings without 
delay. Superimposed infection is best eliminated first, 
since otherwise treatment of the primary condition will 
not be satisfactory. Besides correcting any errors in 
the napkin regimen such as insufficient rinsing or lack 
of ventilation due to the wearing of plastic or rubber 
pants, specific preparations of proved efficacy may be 
used. For example, 1% aqueous gentian violet or 
“ nystatin ” ointment (100,000 units per gramme) applied 
three times a day locally may be prescribed. If oral 
thrush is also present, it can be treated effectively by 
oral nystatin aqueous suspension (100,000 units nystatin 
per ml.) administered in drops directly or in the feed, 


1 ml. four times a day. Candidiasis in the napkin area 
responds rapidly to nystatin therapy, some cases clearing 
in a few days. More severe cases may require longer 
treatment, up to two weeks or more. J. P. Bound’ 
claimed satisfactory results, usually within two weeks, 
from topical applications of 0.1% aqueous solution of 
merthiolate followed by titanium oxide paste. How- 
ever, irrespective of the treatment, relapses are apt to 
occur, especially if treatment is stopped too soon, and 
reinfection also, if due care is not taken to guard against 
all possible sources of infection, both exogenous and 
endogenous. 


TROPICAL JUBILEE 


It is fifty years ago since the Royal Society of Tropical 
Medicine and Hygiene was founded, and, as the Duke 
of Edinburgh said at its golden jubilee banquet’ last 
week, members of the Society have made a great con- 
tribution to the relief of human suffering. Foremost 
among this distinguished band of pioneers is Sir Leonard 
Rogers, F.R.S., now approaching his ninetieth year, one 
of the four original fellows still living. In the opening 
pages of this week’s Journal he describes how he traced 
the conditions leading to the great epidemics of cholera 
in India. The outcome of this work was the present 
method of control by mass immunization—a method 
which, Sir Leonard estimates, had saved nearly 150,000 
lives in two Indian provinces by 1942. 

he first meeting of the Society was held on June 26, 
1907. Its aims were to be “specially directed to the 
stimulation of inquiry and research into the cause, treat- 
ment, and prevention of human and animal diseases in 
warm climates, by facilitating the publication and dis- 
cussion of original contributions and reports, by supply- 
ing necessary information to fellows, and by promoting 
social intercourse among scientific workers in all parts 
of the tropical world.” In all these it has been remark- 
ably successful, for from its inception the Society has 
attracted to its ranks the leading workers in tropical 
medicine. Sir Patrick Manson, who played an impor- 
tant part in inaugurating the Society, was its first presi- 
dent, and he was followed in the early years by, among 
others, Sir Ronald Ross, Sir William Leishman, Sir 
David Bruce, and Sir Andrew Balfour. The Society's 
Transactions have been published regularly since 1907, 
and to-day, under the editorship of Sir William 
MacArthur, occupy a leading place among journals 
devoted to tropical medicine. Speaking at the jubilee 
dinner, Brigadier J. S. K. Boyd, the present president 
of the Society, said that there was no barrier of race, 
creed, or nationality in the way of admission to it—a 
claim to be proud of in the present state of the world. 
If, as the Duke of Edinburgh said, the control of tropi- 
cal diseases has created other problems, then members 
of the Society may be expected to play the same part 
in solving them as their predecessors did in unravelling 
the complex causes of the parasitic, bacterial. and meta- 
bolic disorders which have for so long threatened the 
health and welfare of tropical peoples. 


Brit. med. J., 1957, 2, 1118. 
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Signs of the times... 


Few doctors have need to depend on Nature’s signs to learn that 
winter is close at hand. Day by day, the steadily growing popuiation in 
the waiting room provides an equally eloquent barometer! Time now to 
enlist VI-MAGNA multivitamins for those of your patients particularly 
prone to winter ills. The routine is eminently simple: just one VI-MAGNA 
Capsule or one teaspoonful of Syrup daily throughout the winter 
months. Remember—every dose of Vi-MAGNA provides the import- 
ant supplementary factors in carefully balanced amounts... every dose 
contributes to improved well-being during the testing months ahead. 


Vi-Magna 


BRAND OF MULTIVITAMINS *REGD. TRADE MARK 
Each Capsule contains : Each teaspoonful (5 cc.) of Syrup contains : f 
Vitamin A (palmitate)............ 5,000 4 
Vitamin D (viosterol) 500 LU. 500 L.U. 
Thiamine mononitrate ..... 3 mg. Thiamine (B3)............... 3.0 mg. 
Riboflavine (B2) os 3 mg. Riboflavine (Ba) ................+. 2.0 mg. 
Pyridoxine HC! (Bs) mg. 20.0 mg. 
Ascorbic acid (C).. . 75 mg. Ascorbic acid (C)..............0.06 75.0 mg. 
~ 
Niacinamide........ 20 mg. Calcium pantothenate............ 1.0 mg. 
Calcium pantothenate............ I mg. Pyridoxine HCI (Be) 0.2 me. 
Vitamin Bis Imcgm. mcgm. 


(as present in concentrated extractives (as present in concentrated extractives 
from streptomyces fermentation) from streptomyces fermentation) 
Bottles of 100 and 1,000 Bottles of 4 and 16 fi. oz. 


LEDERLE LABORATORIES DIVISION 


Gyanamid oF GREAT BRITAIN LTD, London, WC2 
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CONTACT DERMATITIS & ECZEMA 


Healing and protection with one ‘ointment 


*‘Cobadex’ the new B.D.H. preparation of hydrocortisone B.P.C. in a water 
repellent base is particularly indicated in the non-exudative stage of contact 
dermatitis and eczema. 

It enables the anti-inflammatory healing action of hydrocortisone to 
proceed while protecting the lesions from the primary irritant. 


‘Cobadex’ OINTMENT 


TRADE MARK 


Hydrocortisone B.P.C., 1 per cent, in a water repellent base. 


Basic N.H.S. price, tube of 10 grammes—10/- 
Descriptive literature and specimen packings are available on request. 


MEDICAL DEPARTMENT 


HOUSES 


BRITISH DRUG LTD. 


FOR SOUND SLEEP AND CLEAR AWAKENING 


Doriden 


(a-phenyi-a-glutarimide) 


A General Purpose Non-Barbiturate Hypnotic 


Rapid Action (20-30 minutes) of Medium Duration (4-6 hours) 


Tablets containing 0.25g. Doriden are available in bottles of 25, 100 and 500 


| CIBA 


* Doviden” is a registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone : Horsham 4321 Telegrams: Cibalabs, Horsham 
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CHANGING PATTERN OF EPISTAXIS 
DURING THE PAST 45 YEARS 


A STATISTICAL INVESTIGATION OF 4,473 CASES 
AND A CRITICAL REVIEW OF THE LAST 
1,000 CASES* 

BY 


J. P. STEWART, M.D., F.R.C.S.Ed. 
Surgeon-in-charge, Ear, Nose, and Throat Department, 
Royal Infirmary, Edinburgh 


Though epistaxis is a rather time-worn matter for dis- 
course it is of considerable importance, and I hope to 
show its changing pattern under present-day conditions. 
It is impossible here to cover adequately all the ground 
pertaining to epistaxis, and my remarks are limited to 
some of the more salient features which have emerged 
from my analysis of a series of cases. 


Present Series 

I have taken for a critical review 1,000 cases of epistaxis 
referred to my department at the Royal Infirmary, Edin- 
burgh, during the past five years. In order to obtain a more 
comprehensive record the department's complete figures 
dating from 1912 
2405 have been in- 
cluded, thus giving 
a continuous series 
of 4,473 cases for 
the past 45 years, 
from which ade- 
quate conclusions 
may be drawn and 
dependable per- 
centage figures 
arrived at. One of 
the most striking 
features was the 
relatively steady 
number of cases 
seen until 1929, 
when the upward 
trend began and has 
continued progres- 
sively throughout 
the succeeding 
vears (Fig. 1). It 
is perhaps signifi- 
cant that the curve 
48- in the graph 
ascends steeply 
from the inception 
of the National 
Health Service 
while the admis- 
sion curve for the 
same period simply 
rockets up (Fig. 2). 
Almost half the 
cases (2,014) were 
dealt with from 
1948 onwards 
that is, a period 
of nine years or 
one-fifth of the 
time covered by 
this investiga- 

tion. 
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Fic. 2.—Number of epistaxis cases ad- 
mitted to hospital. 


Causes of Increase 
What can we deduce from these figures ? _ The two main 
possibilities are either that epistaxis is on the increase or that 


*Read in the Section of Oto-rhino-laryngology at the Annual 
Meeti of the British Medical Association, Newcastle upon 
Tyne, 1957. 


cases are now being referred to hospital which in the past 
were treated at home. That the incidence of epistaxis is 
becoming more common is confirmed by the steadily in- 
creasing number of cases attending hospital ; but it must be 
considered carefully whether this is a real or a false con- 
clusion, and, if real, then what factors are at work which 
would produce it? Is the rate at which we now live a 
possible cause? No one will deny that worries and un- 
certainties have increased and are still increasing, despite 
higher standards of living for the masses, or because of their 
growing responsibilities and the relative fall in the standards 
of life for other sections of the community. Another factor ° 
may be the gteater expectation of life and the fact that age 
is outrunning the normal wear and tear of the body tissues ; 
the ages of those admitted to hospital would certainly lend 
some support to this. The increase of cardiovascular condi- 
tions may also contribute to the growing incidence of epi- 
staxis. Cigarette smoking does not have much effect in this 
respect, but the ever-increasing habit of blowing smoke down 
the nose makes for a dry and congested nasal mucosa and 
therefore creates a condition in which nose bleeding is more 
likely to occur. The local application of decongestive nasal 
medicaments which are so popular and fashionable may in 
the course of time and with frequent abuse have a decidedly 
injurious effect on the nasal mucosa, causing chronic con- 
gestion and having a paralysing effect on the ciliary action 
with consequent proneness to bleeding. 

The other possibility, that more cases are being referred 
to hospital, is the more likely one. The greatest increase 
in the hospital incidence occurred after the inception of the 
National Health Service. Frankly, epistaxis can be a con- 
siderable nuisance to the practitioner, and often is time- 
consuming. He never knows when he will be called out to 
deal with a case, and an enforced sudden absence just when 
he has embarked on a particularly long consulting session 
might result in a condition approaching chaos. Some hold 
that these cases are more efficiently dealt with in hospital, 
and that, in any event, they would probably have to attend 
there in the immediate future for cauterization of the bleed- 
ing area, so why waste time ? Others deal with the epistaxis 
and then leave a letter addressed to the hospital with instruc- 
tions to the patient that if the bleeding continues he is to 
report to hospital with the letter. This seems a more 
satisfactory line of treatment. The patient's point of view 
might be summed up by a portion of a letter written to the 
Edinburgh Evening News (April 11, 1957, p. 8): “ Since the 
present Health Scheme came into force, I have noticed a 
distinct falling off in the interest shown to the patient by the 
average G.P., who now seems to consider his surgery a 
clearing station for the hospitals, etc.” Taken all in all, 
there appears to be a tendency nowadays and under the 
present conditions in practice to refer to hospital more cases 
of epistaxis, and only the minority of cases are dealt with 
in the home. So long as practitioners are paid according to 
numbers of patients and not for their medical skill and art 
there is little incentive for the latter, and this attitude of 
laissez-faire must be accepted. 


Social Strata and Locality 


The social status of those attending hospital has altered 
little throughout the years. In the present series the patients 
were made up of 30.8%, manual workers, 22.3% black-coated 
workers, 21.3% housewives, 11.9% retired persons, and 13.7", 
children. It may be assumed that manual and heavy in- 
dustrial workers would be more prone to epistaxis because 
of the physical effort entailed in their labours, and they form 
the largest group. Housewives, however, are high on the 
list, and they ought to be considered in the group of manual 
workers. An additional factor in this latter group may be 
the almost permanent anxiety state from constantly rising 
living expenses and that very doubtful blessing “hire pur- 
chase.” Jn regard to children, epistaxis in the past has often 
been associated with the presence of tonsils and adenoids, 
and the figures shown would seem to support this, as 39% of 
this group had been operated upon for tonsils and adenoids, 
while 61% still had their tonsils and adenoids intact. 
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Another factor that emerged was the locality from which 
these patients were drawn: 68.8% lived within the boun- 
daries of Edinburgh, while 31.2% were sent from rural 
areas. One would expect a larger percentage to be admitted 
from a more densely populated area, but, on the other hand, 
remembering the great increase of patients in recent years 
it is tempting to think that hospitals are used because of 
their proximity. Maybe the country practitioner has more 
time to deal with his cases and delays sending them imme- 
diately to hospital ; but this is dangerous ground, and it is 
safer not to pursue such theories. 


Aetiology 

The cause of the epistaxis was definitely ascertained in 383 
cases. When a case is admitted to hospital without a pre- 
vious medical history it is sometimes difficult to discover the 
true cause for the bleeding. In 219 cases the patients suffered 
from hypertension—this is probably an underestimate, for 
it is impossible to assess the usual blood pressure of a 
patient who has suffered a severe blood loss. The blood 
pressure of all patients admitted to the ward is, of course, 
taken as a routine, along with an estimate of their haemo- 
globin and in many cases a complete blood-cell examination. 
Trauma of the nose accounted for only 19 cases, which is 
somewhat surprising, while in 116 cases there were other 
local nasal causes. These latter cases were associated mainly 
with atrophic rhinitis, acute coryza, sinusitis, perforation of 
nasal septum, nasal polypi, and tonsils and adenoids. Among 
25 cases which occurred during a systemic disease, cardiac 
and blood conditions formed the bulk. Four cases arose 
during normal pregnancy, and in this connexion should be 
mentioned the work of Karpow (1929), who established 
through animal experiments that the inferior turbinate con- 
tained a substance which had a specific action on the nerve- 
muscle system of the uterus. Such an action may possibly 
be reversible—for example, rhinorrhoea as a symptom in 
premenstrual tension states—and might explain the occur- 
rence of epistaxis in those cases. 

Age Incidence-—The greatest number occurred in age 
group 11-20 years (25.6%), while the next highest was be- 
tween the ages of 61 and 70 (15.9%). 

Sex Ratio——The male sex predominated, but not to such 
a marked extent as one would think. The figures were 
57.2% males and 42.8% females. 

Previous History.—Of the cases under review 38.9% were 
seen during their first attack and 61.1% had had previous 
bleedings. Only two cases gave a family history of epistaxis. 

Site of Bleeding.—In 82.5% the haemorrhage was located 
on the anterior part of the septum from the usual site known 
as Little’s area. In 17.5% the bleeding occurred either 
from the anterior or middle turbinates or from an area 
farther back in the nose. 


Degree of Bleeding 

The severity of the bleeding may be judged from the 
number of patients who required admission to hospital: 
of the 1,000 cases, 19.2% were admitted to the wards 
(roughly 1 in 5). The total number of admissions in the 
last 45 years was 521, and 319 of them were admitted during 
the period of the National Health Service (practically 60%). 
It has always been the practice to admit severe cases of 
epistaxis, and the marked rise in the admission rate in recent 
years is one argument in favour of the possibility that 
epistaxis is becoming more common. Another important 
factor is the age of the patients admitted. It was ascertained 
that most of the males were aged 50-70 years and most of 
the females 60-80 years. They constituted 60.7% and 56% 
respectively of the 319 cases admitted since the inauguration 
of the N.H.S. Many of the older patients lived alone ; 


some were looked after by an equally old or infirm partner, 
and others by intolerant and disinterested relatives who were 
either incapable or unwilling to undertake responsibility, 

On the other hand, one would suppose that more of the 
admitted cases would be treated at home because of the con- 
venience of domiciliary treatment and its freedom from per- 


sonal expense to the patient. In the past, when the patient 
had to pay for such services, a specialist was often called 
on to help arrest a nose-bleed in the home, but the number 
of such calls has gradually dwindled so that specialists are 
now rarely called out. It is fortunate that we live in the 
antibiotic era, as these admissions would have put a very 
severe burden on the bed accommodation were it not for the 
balancing factor of a proportionate decrease, thanks to 
modern methods of treatment, in the admission of cases of 
acute infections. 


Treatment 


It is of interest to assess the effectiveness and the rationale 
of the methods of treating epistaxis used in the past. One 
of the earliest that I have come across was the one devised 
by William Buchan (1769). He started in life by studying 
divinity at Edinburgh University, but gave up this calling for 
the more lucrative one of medicine. He described his treat- 
ment of epistaxis in the following words: “ If the genitals 
be immersed for some time in cold water, it will generally 
stop a bleeding of the nose,” and went on to say, “/ have 
seldom known this fail.” 1 have no experience of this form 
of treatment, but have no doubt that it proved efficacious. 
What was the rationale for this success? It certainly hada 
scientific basis, and we are indebted to Spiesman (1933) for 
an explanation. He found that when a circumscribed cold 
stimulus was applied to the skin it caused a lowering of the 
temperature of the nasal mucous membrane with a conse- 
quent vasoconstriction, and that would certainly help to 
explain the good results obtained by Buchan. 

In my young days it was the custom to place a large cold 
metal key (generally the front-door key, which in those days 
was of considerable size) on the nape of the neck in order 
to deal with a nose-bleed. It was a household remedy and 
enjoyed a measure of success. The cold metal was pre- 
sumably placed over the cervical sympathetic ganglion in the 
neck, thereby inducing, by its thermal stimulation of the 
pressor fibres, a vasoconstrictive action on the nasal vessels. 
There were other methods, too numerous to mention here ; 
but these pioneers did undoubtedly get their results, although 
from the scientific point of view they reaped but did not 
sow. 

Modern treatments of epistaxis are many and diverse. Let 
us first consider the case which is actively bleeding. My 
early impressions of such cases (and many of us must have 
encountered similar circumstances) were of the patient 
slumped in his bed with a blood-stained bath towel 
draped round his neck and shoulders, or with his head de- 
pendent over the side coughing and spluttering blood into 
some homely receptacle. The room was probably packed 
with anxious members of his family ably assisted by 
neighbourly neighbours, all doing their best to help and give 
advice, and the scene would not be complete if one omitted 
the old crone sitting in her corner oftly repeating that she 
“smelt death.” Copious and frequent libations from a 
bottle of brandy or some other spirit were pressed on the 
patient to keep his strength up, along with exhortations to 
fight the good fight, and at times the set-up might resemble 
Dante’s inferno. 

The first act in treatment is to clear the room of relatives 
and all helpers, open the window, sit the patient up, and 
instruct him to blow his nose vigorously in order to expel 
all the blood clots. If convenient a very hot or ice-cold 
saline douche, given by means of a Higginson syringe, is 
more satisfactory for the expulsion of the clots, and this 
will often stop the bleeding. He is then instructed to inhale 
through his nose and to exhale through the mouth. If 
sufficient time is allowed for this the bleeding often stops 
spontaneously, possibly fom the vasoconstrictive action of 
the cold air, but should the bleeding continue unabated some 
form of pressure on the bleeding-point must be exerted. 
It is useful first to spray the nose with a 5% solution 
of cocaine, as this makes it so much easier both for the 
patient and for the operator. A useful gadget for this is a 
Rose-Cooper inflatable rubber bag, or, if such is not avail- 
able, an ordinary finger-stall attached firmly at its open end 
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to the beak of a rubber catheter so that it is airtight. After 
introduction into the nose the lubricated bag is inflated and 
the inlet tube clamped. In most cases this effectively deals 
with the haemorrhage. Selvedged ribbon gauze, 1 in. 
(2.5 cm.) wide, is often employed for packing purposes, and 
some 3 to 4 ft. (900 to 1,200 cm.) can be contained in each 
nasal cavity. It should be soaked in a haemostatic such as 
hydrogen peroxide and then firmly wrung out, as an excess 
of HxO2 can be very messy. Posterior packing is rarely 
necessary, and if employed a penicillin cover should always 
be given. 

If the bleeding is not severe but is more of an ooze a 
suitable pack is provided by oxidized cellulose. This, be- 
sides having haemostatic properties, swells with moisture so 
that, apart from its initial pressure on the bleeding area, it 
develops even more pressure shortly after being placed in 
the nose. Also, in cases of this type fibrin foam soaked in 
liquid thrombin (500 units of thrombin in 5 ml. of diluent 
isotonic saline) has proved of great value. Of course there 
are other medicated materials of which good use can be 
made, but they are too numerous to mention here. 

In general, cauterization gives disappointing results in an 
active epistaxis, although if one single bleeding-point is seen 
this treatment often gives decisive results. It is used more 
often for those cases which constantly recur, and which are 
a nuisance to the patient, than for actual blood loss. 

Thermal cauterization is extremely satisfactory provided a 
dull red heat is used. The bleeding area is first ringed by 
the cautery point and then the actual vessels are coagulated 
under /ight pressure of the cautery. If the pressure is too 
firm bleeding may ensue and too much of the vessel-bed 
tissue be destroyed, with the possibility of destruction 
of the coating of the septal cartilage and a consequent 
perforation. 


Instead of heat cauterization the vessels may be sealed off 
by the application of some form of caustic. A fused bead 
of chromic acid gives excellent results provided care is taken 
to pack off the surrounding tissues with cotton-wool so that 
the flow of mucus cannot carry the chromic acid to other 
parts of the nose. I have seen cases where the chromic acid 
was carried into the pharynx. Crystals of trichloracetic acid 
are extremely brittle and liable to fragmentation, so that this 
substance should never be employed as a cauterizing agent. 
A stick of silver nitrate is handy and convenient for chemical! 
cauterization, and can be used without any previous prepara- 
tion. 

Thirty cases were treated by deep x-ray therapy, and this 
method has proved its worth in very severe cases of epi- 
staxis that were difficult to control with ordinary methods 
and likely to endanger life (Stewart and Sammon, 1954). 
The bleeding was generally controlled completely within 48 
hours of starting treatment. The dosage was a minimum 
central dose of 2,000 r in one week, comprising five daily 
treatments to each directly opposed field of 6 by 6 cm., which 
included the central nasal cavity. In only 13 cases was blood 
transfusion considered necessary to compensate extreme loss 
of blood. 

It has been stated elsewhere that ligation of the external 
carotid artery has had to be undertaken in order to control 
bleeding and to save life ; but in no case in the present series 
was such a heroic form of treatment carried out, and one 
can only think that in such circumstances an operator had 
been stampeded into doing what must be considered an 
unnecessary and uncalled-for procedure. 

Finally, it is imperative that the patient who is weak 
through loss of blood, and consequently more than ever 
nervous of himself, should be given a sedative; the one 
recommended for this is morphine by injection, which not 
only has its usual action but also appears to exert some 
influence on the cessation of the bleeding. It is no good 
using amounts which have only an exciting effect; it is 
important to give good measure, and I recommend 4-gr. 
(30-mg.) doses for an adult, which may be repeated. 

In an analysis of the treatment carried out in the present 
series of 1,000 cases 78.2% were dealt with by some form 


of cauterization, 18.8% required to have the nose packed, 
and 3% were treated by deep x-ray local irradiation. 
No deaths directly due to epistaxis per se are recorded in 
this series of 1,000 cases. 
Summary 


A thousand cases of epistaxis seen during the last five 
years at the E.N.T. department of the Royal Infirmary, 
Edinburgh, are critically reviewed, and the 4,473 cases 
of epistaxis treated in the department over the last 45 
years are analysed statistically. 

Almost half the number of cases have occurred since 
the inception of the National Health Service. 

. Two possibilities arise: that epistaxis is on the 
increase, and that more cases are now being referred to 
hospital, 

Domiciliary treatment is not being fully utilized so as 
to lighten the burden of hospital bed accommodation. 

Treatment, both present and in the past, is commented 
upon. Most cases (78.2%) were relieved by some form 
of cauterization, 

No deaths due to epistaxis occurred in the series 
reviewed. 


I am indebted to Dr. J. H. Campbell for the immense amount 
of time and trouble he has taken in the preparation of the 
material for this paper. 
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COLLEGE OF GENERAL PRACTITIONERS 


The fifth annual general meeting of the College of General 
Practitioners was held at B.M.A. House on November 14. 
Some 200 members and associates attended. Earlier in the 
day Dr. D. M. Huaues, of St. Clears, Carmarthen, had 
delivered the College’s fourth James Mackenzie lecture. 


ANNUAL MEETING 


With the president of the College, Dr. I. D, Grani, in 
the chair, Dr. F. M. Rose, chairman of council, pre- 
sented the annual report. He described the year's expansion. 
More than 700 new members and associates had been en- 
rolled, bringing the total membership to over 4,500. Three 
new overseas faculties had been founded—in Victoria (Mel- 
bourne), in Tasmania (Hobart), and in New Zealand (Wel- 
lington). There were now 35 faculties in all, 13 of them 
overseas. A New Zealand council had been formed to co- 
ordinate the work of the faculties there,as did the Australian 
council so successfully with the five faculties in that country. 
The New South Wales faculty had made a special contribu- 
tion to undergraduate education by arranging for students 
to visit general-practitioner hospitals, for week-end student- 
attachment to doctors’ practices, for students to visit patients’ 
homes with district nurses, and for residential vacation-train- 
ing of students at 17 general-practitioner country hospitals, 
all the vacancies for which had been booked a year in 
advance. With 610 members and associates in Australia 
the time was approaching for the foundation of an autuno- 
mous Australian College of General Practitioners. As its 
parent, the College in Britain would wish it well. The 
College’s Scottish council had submitted evidence to the 
committee of the Scottish Health Services Council inquiring 
into the provision of maternity services in Scotland, and 
it had been invited by the Scottish council of the B.M.A. 
to nominate a member to that body. 

The College owed much to the boards of its faculties, 
many of which were publishing their own faculty journals. 
The obstetric survey of the South-west England faculty— 
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an analysis of over 4,000 confinements in domiciliary prac- 
tice—had been well received, and the College had presented 
a memorandum of evidence to the Cranbrook Committee 
on the Maternity Services 


Education and Research 


Under Dr, Richard Scott's direction an undergraduate 
teaching register had been compiled of 1,400 members of 
the College who were willing to take medical students into 
their practices. The council's postgraduate education com- 
mittee (Dr. George Swift, chairman) had administered the 
£960 Pfizer postgraduate grant for furthering the continuing 
education of family doctors, and it had carefully considered 
possible criteria for continuing membership of the College 
The work of the council's research committee (Dr. R. J. F.H 
Pinsent, chairman) had increased in scope and complexity. 
The research register now included more than 550 general 
practitioners, Forty-seven faculty-sponsored research pro- 
jects were being undertaken, together with seven College- 
sponsored investigations which included the National Mor- 
bidity Survey (in co-operation with the General Register 
Office), the coding and checking of the material for which 
had been completed The Nuffield Provincial Hospitals 
Trust had given a grant of £4,450 towards the expenses of 
the Chronic Bronchitis Study. The Research Newsletter 
(Dr. R.M.S. McConaghey, editor) had outgrown its original 
form, and, by the breadth and variety of its published 
matter, was becoming the journal of the College. A College 
records unit was being developed and College archives col- 
lected. The council's practice equipment and premises com- 
mittee (Dr. J. C. T. Sanctuary, chairman) had begun its 
work. 

Plans for the proposed new building in Lincoln's Inn 
Fields were progressing satisfactorily with the help and full 
co-operation of the president and council of the Royal 
College of Surgeons. Temporary premises had been pre- 
sented to the College at 41, Cadogan Gardens, Sloane 
Square, London, S.W.3. 


Elections and Presentations 


Dr. Grant was unanimously elected president for 1957-8. 
Dr. W. N. Pickles received a past president's gold badge 
Dr. A. Fraser-Darling (Grantham, Lincs) was awarded the 
Butterworth gold medal for 1956-7 for an essay on “ The 
Science and Art of Prognosis in General Practice.” The 
subject for the 1957-8 Butterworth gold medal and award 
will be “Second Opinions”; essays should be submitted 
to the chairman of the awards committee not later than 
September 20, 1958. 


Fifteen Upjohn Travelling Fellowships (£200 each) were pre- 
sented to: J. F. Burdon (Paignton, Devon), D. L. Crombie 
(Birmingham), R. S. C. Fergusson (Lochinver, Sutherland), S$ 
Freeman (Manchester). J. C. Graves (Writtle, Essex), W. G. 
Keane (Dartmouth, Devon), C. W. Kidd (Belfast), A. U. Mac- 
Kinnon (Leeds), E. G. L. Mark (Macclesfield), R. A. @’Shea 
(Pinxton, Notts), O. Plowright (London), W. G. Tait (Reading), 
Cc. A. H. Watts (Ibstock, Leicestershire), W. T. Westwood (Stret- 
ford, Lancashire), and D. G. Wilson (Bushey, Herts). Six Publi 
Welfare Foundation prizes (£40 each) for final-year medical 
students were presented to: E. T. L. Davies (St. Mary's Hos- 
pital Medical School, London), G. H. Farrington (University 
of Leeds Medical School), Florence McCallum (University of 
Edinburgh Medical School), Lilian Orba (University of Edin- 
burgh Medical School), D. A. R. Robertson (University of 
Edinburgh Medical School), and R. N. Smith (University of Birm- 
ingham Medical School) 

The following faculty representatives were appointed to the 
fifth College council (1957-8): L. W. Batten (North London 
faculty), H. H. A. Elder (South London), E. A. W. Marien 
(East London), R. Cove-Smith (West London), George Swift 
(South-east England), J. C. T. Sanctuary (Northern Home Coun- 
ties), W. G. Tait (Thames Valley), D. Scott Napier (East Anglia). 
R. M. S. McConaghey (South-west England), D. L. Crombie 
(Midland), K. M. Foster (North Midlands), R. A. Murray Scott 
(Yorkshire), S. Freeman (North-west England), R. Harkness 
(North-east England), R. J. Minnitt (Merseyside and North 
Wales), J. N. M. Parry (Welsh faculty), Richard Scott (South- 
east Scotland), W. S. Gardner (West of Scotland), J. M. Hender- 
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son (East Scotland), George Swapp (North-east Scotland), G. H 
Clement (North Scotland), J. Campbell Young (Northern Ire- 
land), V. G. Doyle (East of Ireland), J. P. J. Little (West Ireland), 
J. C. Walsh (South Ireland), W. A. Conolly (New South Wales), 
W. J. Hamilton (Queensland), H. E. H. Ferguson (Western Aus- 
tralia), G. D. McDonald (Victoria), the Hon. R. J. D. Turnbull 
(Tasmania), A. Barrett Jameson (Auckland), C. L. E. L. Sheppard 
(Canterbury). H. E. M. Williams (Otago), L. Myers (Wellington), 
G. E. Peters (Kenya). Four elected members of council, to re- 
place those retiring, were appointed by ballot: Annis C. Gillie 
(West London). W. V. Howells (Welsh faculty), J. H. Hunt 
(South London), A. Talbot Rogers (South-east England). 


Criteria for Membership 


Dr. Rose took the chair for the business part of the 
meeting, during which amendments were made to the College 
by-laws and a resolution was passed requesting council 
to draw up new criteria for admission to membership. The 
chairman thanked the B.M.A., for its generosity in allowing 
the College to use its Hall once again, and Dr. G. F. 
ABERCROMBIE moved a vote of thanks to Dr. Rose, which 
was carried with acclamation. 

At a meeting of the new council held later, Dr. F. M. Rose 
was appointed chairman, Dr. Annis Gillie vice-chairman, 
Dr. H. L. Glyn Hughes hon. treasurer, and Dr. J. H. Hunt 
hon. secretary. Dr. J. M. Hunter (Northern Ireland) was 
appointed an additional member of council. 


JAMES MACKENZIE LECTURE 


Dr. Davin HuGues’s subject for the fourth James 
Mackenzie lecture was “ Twenty-five Years in Country 
Practice.” 

Country Practice in Years Past 

“ When I left hospital nearly a quarter of a century ago 
in the presulphonamide era and went to the country, | 
seemed aiso to be moving back a whole generation,” Dr. 
Hughes said. He had joined an old doctor of 83 years of 
age, living in the dignified manner of another era. In con- 
trast to the dignity and comfort of the home, the surgery 
accommodation was depressing and entirely lacking in the 
amenities that would now be thought essential. The walls 
of the surgery were distempered in a dirty dark red, the floor 
was of bare boards, and the room ill lit by a small gas jet. 
There was no examination couch and no washbasin. The 
contrast between the surgery and the home was difficult to 
understand, and yet the old patients adored the doctor. 
They gladly waited for hours, half a day or longer if neces- 
sary, sitting on a stone bench around the pump in the yard 
if the. weather was fine, or on the chairs in the surgery if 
wet—for the doctor whom they had known all their lives. 

The doctor had seen and known Lister at the London 
Hospital ; he remembered the filthy stained frock-coats of 
the doubting surgeons hanging up in the surgeons’ rooms : 
and he could recall changes as remarkable as those he himselt 
would describe. The doctor had lived and practised from 
the same house for 58 years. He never discussed the condi- 
tion of a patient with anyone, never gave a diagnosis, and 
no one would dare ask. He had the reputation for infalli- 
bility. That was the background to Dr. Hughes’s new home 

When he arrived, agriculture was at a very low ebb and 
there was great poverty amongst the farming community : 
yet their families were private patients. The response to the 
yearly bills was invariably disappointing and payments were 
rare, but that did not seem to matter then. Daily mileages 
of 50-60 miles were routine; the nearest hospital was 10 
miles away ; and until 1948 almost all the acute siirgery was 
done by general-practitioner surgeons, for the nearest con- 
sultants were then 35 miles away. 

In those days midwifery dominated one’s life. The one 
outstanding quality necessary for its successful practice was 
sound judgment—knowing when to leave things alone and 
knowing when to intervene : the use of forceps grew less as 
experience increased. The delivery of each baby by the 
family doctor in the patient’s home forged a link with that 
family which bound the family doctor into their lives. 
“This is something that we are beginning to miss to-day.” 
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ADVERTISEMENT 


Veganin 
rapidly 
relieves 
influenza 
symptoms 


AND TO HELP YOU... 
influenza instruction pads 


INFLULNZA 


In epidemic areas, doctors have found these | Instructions to patients 
instructions to patients useful time-savers. If | +: Go to bed AT ONCE. Delay may be 
they would be helpful to you, send a postcard dangerous. ; 
with your requirements which will be supplied | > Stay im bed until you feel better — at least 
free of charge. Each pad contains 25 sheets. 2—3 days. ; 
3. Keep warm, but keep your window open 


TYROSOLVEN 


for the treatment of sore throat 
associated with influenza. 


Tyrothricin 1 meg. Benzocaine 5 me 


4. Keep other people out of your room as much 
as possible. 

5S. ‘Take plenty of 
juice, warm drinks 


fluids -- water, orange 


6. Make sure your bowels are acting properly 
REMEMBER THAT: 


Rest in bed 
Fresh air 
Adequate fluids 


may We.t prevent complications, 
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Trade Mark 


Aspirin 250 mg. Phenacetin 230 mg. Codeine Phosphate 10 mg. 


WILLIAM R. WARNER & CO., LTD., EASTLEIGH, HAMPSHIRE, 


VEG 3803/4 
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| “Yes Doctor, I’m doing famously since 
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you told mother to start me on solids 


with SCOTT’S Twin-Pack” 
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Heavy Burden of Anxiety 


In those days anxiety weighed heavily upon the family 
doctor. How difficult it had been to preserve that 
equanimity which Osler stressed so strongly. “I think it 
fair to say that the younger generation are unaware of the 
constant worries and anxieties which never seemed to leave 
us.” The work and the anxiety attendant upon cases of 
lobar pneumonia was a vivid memory. How difficult were 
some of these situations for a young doctor, when all the 
family listened to the assessment of the case. A bad prog- 
nosis upset the household and a guarded one often gave rise 
to doubts of one’s ability, as did a request for a second 
opinion. “In the course of time I have seen so much un- 
necessary distress caused to families by an unduly guarded 
and pessimistic prognosis due to a doctor’s desire to be on 
the safe side. I think it our duty as family doctors to carry 
our anxieties in our own hearts, and not needlessly transfer 
our fears to those less equipped to bear them.” 

Truthfully, his resources had not differed much from those 
of his predecessor and his black bag had been almost as bare. 


Sulphonamides Arrive 


Such was the state of general practice when, suddenly in 
1935, the dramatic news came from Germany that Domagk 
had discovered a chemical called “prontosil.” It was 
unbelievable that a drug had been found which would cure 
puerperal sepsis. That to him and to others of his genera- 
tion had been a miracle, and on reflection he still thought 
it the great divide in therapeutics, the turning-point in the 
treatment of infectious disease. From 1934 to 1944 the 
deaths from pneumonia were reduced by half. This was a 
period that brought great joy to them. 

With the sulphonamides, the greatest boon to them had 
been the establishment in 1940 of the Emergency Public 
Health Laboratory Service. It gave them the greatest help. 
The director of the laboratory had encouraged visits to dis- 
cuss their cases. They had become alive to their new respon- 
sibilities in investigating isolated outbreaks of diarrhoea 
which were so often Sonne dysentery. They were taught 
that in future the swab and the specimen bottle were essen- 
tial equipment for their bags, and they quickly realized that 
it was more profitable to take the specimens to the labora- 
tory than to send them. “I have no doubt that the coming 
of the laboratory into our midst helped us to become better 
doctors.” 

To-day’s N.HLS. Practice 

Dr. Hughes then turned to the period of the National 

Health Service. It soon became obvious that their practice 

‘would need reorganizing to meet the increased demands upon 

their time and energy. He and his partners built a new 
surgery in the centre of the village, employing their own 
patients for the job. The accommodation included a waiting- 
room, an office, two consulting-rooms, a minor surgical 
theatre, and a small dispensary and cloakroom. From this 
well-equipped surgery they had derived the greatest pleasure 
and satisfaction in clinical co-operation and consultation, 
and they believed that the standard of their work had been 
improved. 
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diately, and they had a wealth of other drugs and diagnostic 
aids. The need for the continuous bedside vigil hardly 
existed. But herein lay a danger to family doctoring. 
Science had given with one hand, but might she be indirectly 
taking something away with the other? Were patient and 
doctor becoming more remote from each other ? 

Statements suggesting that general practice was deteriorat- 
ing and attributing this largely to the National Health scheme 
were, in his opinion, false. That general practitioners to-day 
may appear less attentive to their patients than their pre- 
decessors might be true. But, if so, it was for reasons linked 
neither with the National Health Service nor with the method 
of remuneration. It was owing to the confidence given by 
the newer antibiotics and the certainty that treatment would 
be effective. But this of itself was a danger. They must 
never allow their services to become a matter of mechanic- 
ally prescribing chemical substances, forgetting their art. 
They must still try to spend more time at the bedside—the 
biggest event in the patient's day—and they must still con- 
sider prognosis, however much altered. If they discounted 
what they had learnt in their training and emphasized only 
the therapeutic advances they denied their patients the real 
purpose of their work. Patients would forgive anything 
except casual treatment. 


BIRMINGHAM MEDICAL INSTITUTE’S 
NEW HOUSE 
ADDRESS BY PROFESSOR ROBERT PLATT, P.R.C.P. 


On November 14 the President of the Royal College of 
Physicians, Professor RoBeRT PLATT, opened the Birming- 
ham Medical Institute’s new house at 36, Harborne Road, 
Edgbaston. This is the third house the Institute has 
possessed since its foundation in 1874. Its first, opened in 
1880, was in Edmund Street and provided a commodious 
library and conference hall. In 1923 this building was sold, 
and the Institute bought a disused warehouse in Great 
Charles Street which, after reconstruction, made it ade- 
quate and convenient quarters. The Institute’s third and 
present house, which with the necessary rebuilding cost 
£42,000, is illustrated below. The architects were Messrs. 
S. T. Walker and Partners, of Birmingham. 

The president of the Institute, Dr. H. W. FeatHEersTone, 
welcomed the guests. Professor PLatr then surveyed the 
present revolution in medical science and its attendant new 
responsibilities. He drew attention to the divergence between 
general practice and hospital medicine ; and finally he re- 
stated the role of the Royal College of Physicians in its 
modern context. 


Never a Greater Need for Postgraduate Education 


The need for postgraduate education in medicine was 
greater to-day than at any time since the days of Hippocrates, 
said Professor Platt. This had nothing whatever to do with 
the advent of the Health Service, but was the result of the 
revolution in medical science which had been taking place 


What was the state of general 
practice to-day? Half a dozen 
doctors would give half a dozen 
different opinions, but Dr. Hughes 
hoped that any half-dozen mem- 
bers of the College of General 
Practitioners would give the same 
opinion—that general practice was 
still very much worth while, and 
that they themselves must assume 
the responsibility for creating the 
pattern and maintaining the tradi- 
tional human relationship. To-day 
they could give a child an injection 


of penicillin which would start 
the process of recovery imme- 
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during the last thirty or forty years. While it was, of course, 
the therapeutic advances—both in medicine and in surgery- 
which were the most gratifying, in the same period methods 
of diagnosis, and indeed the whole application of medical 
science at the bedside, had been so transformed that a 
physician of thirty years ago would hardly recognize our 
language. Specialization had become more and more in- 
evitable and important; but yet old boundaries had been 
broken down—the distinction between what is medical 
and what is surgical was less to-day than ever in our history, 
and the techniques we used brought the biochemist, the 
physicist, the physician, the surgeon, the psychiatrist, the 
pathologist, and many others. closer together than ever they 
were before. 

Each new medical discovery, especially a therapeutic dis- 
covery, brought with it a new responsibility. So long as a 
disorder remained intractable its diagnosis was of compara- 
tively little importance ; but. once a powerful remedy was 
in our hands, we had a great responsibility to see that it 
was used wherever it was needed, that diagnosis was prompt 
and accurate, and that the remedy was not misused 


Outlook for General Practice 


In this new era of medical science it might be thought 
that the art of medicine was no longer important and that 
the role of the general practitioner was diminishing in con- 
sequence, Both inferences would be entirely wrong. No 
method of science yet invented helped elicit a medical his- 
tory or the fears and anxieties in the mind of another 
human being ; nor would science help in explaining to him 
the investigation and treatment he must undergo for his 
relief. “I believe that the exciting days of general practice 
are only just beginning,” continued Professor Platt. The 
next ten years would show more clearly the true role of 
the practitioner, and the skills he needed. Thirty years ago 
what the general practitioner did at home was an imitation 
of what his physician-teachers had been doing in hospital 
when he was a medical student. To-day we realized—though 
perhaps some did not realize it enough—that these two 
branches of medicine had now diverged. It was becoming 
clear that general practice was a subject in its own right, 
with its own techniques which were to some extent inde- 
pendent of, or at least complementary to, those of hospital 
medicine. The physician could still teach the principles and 
methods of medicine, but was becoming less well equipped 
to train students for the special role of general practice. 
“ Many teachers I know will deny this, and will claim that 
general practice is simp!y an application of medicine and 
surgery to patients treated in their homes. To an extent 
this is true, but the same kind of objections could well be 
raised against the special study of paediatrics and of any 
other branch of medicine. Yet we do not exclude the paed- 
iatrician or the neurologist from our teaching staff.” 

The present was an interim period until leaders emerged 
who, besides conducting research in general practice, would 
set universally recognized standards of practice and educa- 
tion in that subject. There were of course plenty of favour- 
able signs that this was already happening. But the attitude 
of mind which made the National Health Service the scape- 
goat for long-existing imperfections in medical practice 
helped not at all. The responsibility for showing what good 
general practice could achieve and what part it should play 
in the new medicine was a professional responsibility. 
Though this was not to say that the Government had no 
responsibility in the matter : it had a very big one. Sooner 
or later the Government must learn that, if the Health 
Service was to be efficient and first-rate, its cost was likely 
to rise as the years went on. Medicine had been costing 
more and more for hundreds of years, and, quite apart from 
inflation, it would be very peculiar if the plateau of cost had 
suddenly been reached in 1957. 


Royal College of Physicians 


Finally, Professor Platt spoke of the Royal College of 
Physicians. “In my role as president, I am proud to be 
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the head of an institution which like yours exists for the 
raising and maintenance of standards of medical practice,” 
he told his audience. That was why the Royal College of 
Physicians was founded, and why it still existed to-day. That 
was its only role, its only raison d'étre. 

Dr. Ropert ArrkeN, Vice-Chancellor of Birmingham 
University, proposed the vote of thanks, 


Nova et Vetera 


NELSON’S VISITS TO R.C.S. 


The latter half of the eighteenth century brought into 
prominence a curious function of the Company (later 
Royal College) of Surgeons. “This was to examine the 
wounds or other disabilities received by members of the 
Royal Navy and Merchant Service to assess the amount 
of pension to which the individuals concerned were entitled 
and to approve the amount spent on surgical treatment.” 
Discussing this in his Thomas Vicary lecture delivered last 
week,’ Sir Cecil Wakeley said that the examination was 
made by members of the Court of Examiners and the re- 
ports were sent to the commissioners for sick and hurt sea- 
men. One of the stalwarts examined was Captain John 
Harvey of the Brunswick, who quite early in the battle of 
the glorious first of June in 1794 had his hand shattered by 
a musket ball. He bound up his wound in his handkerchief 
and concealed it from the crew; but soon afterwards he 
received a splinter from a cannon ball in the small of the 
back, and his right elbow was also smashed. He was forced 
to go below, but gave orders that the colours were never to 
be struck. The French ship attacking the Brunswick sank 
with all on board ; but the casualties on the Brunswick were 
no fewer than 150. Harvey died in hospital at Portsmouth a 
month later; and the sum of £72 4s. 7d. was approved by 
the examiners for the expenses incurred. A monument to 
him and to Captain Hutt of the Queen was erected at 
national expense in Westminster Abbey. 


Another hero of the first of June, said Sir Cecil Wakeley, 
was Sir Thomas Pasley of the Bellerophon, who lost a leg 
in the action. The examiners approved an amount of 
£103 2s. 10d. for surgical expenses. An interesting sequel 
to this was that a Mr. Davidson, an apothecary of Queen 
Ann Street East, who attended Sir Thomas Pasley, was 
summoned before the Court of Examiners on May 7, 1795, 
for practising without the approval of the Company of 
Surgeons. 

But by far the most outstanding name in the procession 
of heroes that the College had entertained was that of Lord 
Nelson. There were records of two visits by him to the 
Company's premises there in Lincoln's Inn Fields, and these 
related to the two wounds that he received, to his eye and 
to his arm. 

Nelson received the injury to his eye at the siege of Calvi 
on July 12, 1794. A shot struck a battery beside him, and 
sand and stones thrown up bruised his face, especially round 
the right eye. This possibly caused detachment of the retina, 
for Nelson lost the sight of this eye, although no injury to 
the globe was apparent. The loss of his arm was the result 
of a musket shot through the right elbow, sustained at the 
siege of Santa Cruz on the night of July 24-25, 1797. 
Amputation by the circular method was carried out immedi- 
ately on his return to his flagship Theseus. The ship sur- 
geon, Thomas Eshelby, performed the operation and accom- 
panied his patient home to Portsmouth, where they arrived 
on September 1. 

It was about six weeks later, on October 12, that Nelson 
appeared before a private Court of Examiners at their new 


*“ Surgeons and the Navy,” Thomas Vicary lecture delivered 
at the Royal College of Surgeons on November 14 and published 
in full in Ann. roy, Coll. Surg. Engl., 1957, 21, 267. 
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premises in Lincoln’s Inn Fields. Nelson had by no means 
recovered his full health after the amputation, for he wrote 
to request an appointment at an earlier hour than that sug- 
gested, and this possibly accounted for the fact that a special 
court was held. He apparently did not know that the appli- 
cant had to pay a fee of a guinea, for he came without any 
money at all and was obliged to borrow a guinea from the 
secretary, Okey Belfour. Incidentally the guinea was repaid 
and was accompanied by a handsome china tea service. 
The report of the Examiners was that “the injury received 
is fully equal to the loss of an eye.” No claim for expenses 
seems to have been made. 

Nelson’s second visit was on March 1, 1798, for the pur- 
pose of gaining approval for the expenses incurred in the 
“cure” of his arm. Recently there had been found among 
the manuscripts at the National Maritime Museum the list 
of these expenses. The first two items on the list proved 
that it was indeed Thomas Eshelby who performed the 
operation, a fact that had been assumed but never proved 
beyond doubt. It showed also that a special consultation 
was held at which three leading surgeons were present. Two 
of these, Sir James Earle and Thomas Keate, both served 
as Masters of the Surgeons’ Company, and they were paid 
a guinea each for their advice on Nelson's injury. 

Zz 


Preparations and Appliances 


PERISCOPE FOR LUNG” 


PATIENTS 


Messrs. THeopore Hamepwin Ltd. (London, W.1) write: 
The structure of a Drinker respirator and the necessary 
attitude of a patient in it preclude him from making direct 
use of a mechanical page-turner. Recumbent spectacles do 
not overcome the difficulty. Reading matter for such a 
patient has thus been restricted almost entirely to that avail- 
able on microfilm, to be projected on a screen. To permit 
a page-turner to be used indirectly, we have devised a peri- 
scope which is very simple to make from readily available 
materials. A satisfactory periscope of this kind can most 
economically be produced by the local handyman, for whose 
guidance the following notes are submitted. 

The diagram shows the basic features: constructional 
minutiae have deliberately been omitted, as they will be 
governed by the local choice of materials and by the dimen- 
sions of the particular page-turner to be incorporated. 
There are. however, certain important theoretical considera- 
tions. 

In theory, surface-silvered mirrors are desirable ; but they 
are expensive and very easily damaged. In practice, ordinary 
plane mirrors of good quality have been found satisfactory. 
The two mirrors should be fixed in planes at right angles to 
each other : the plane of the larger should make an angle of 
45 degrees with the plane of the book-bearing surface of the 
page-turner. These angles should be set with fair accuracy. 
The other measurements are not critical ; those given allow 
the necessary clearances for the largest book which a page- 
turner will accommodate. In order to maintain the angles the 
periscope should be attached either direct to the page-turner 
or to a framework holding the page-turner. The entire 
assembly forms a unit, to be placed on a table behind the 
patient's head. 

Because of the folding of the light path, the book must 
be placed with the top of the page towards the patient's head 
and inclined with the bottom of the page at the higher level. 
The position of the page-turner is, of course, dictated by the 
position of the book. The book-stop must therefore be re- 
placed by a new one, to prevent the book sliding off the 
opposite edge of the page-turner. The correct slope of the 
book is achieved by sloping the entire unit, which is therefore 
hinged to a baseboard. A wing-nut and bolt provide control. 


READING “IRON 
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In use, the unit is placed with the small mirror above the 
patient’s nose, about 3 in, (7.5 cm.) from his eyes and com- 
fortably tilted. In order that he may from time to time 
relax his accommodation, and so that he shall not develop 
claustrophobic symptoms, the patient should be able to look 
between the periscope mirrors into the mirror normally 
attached to the respirator. When reading he will thus adopt 
an easy, slightly depressed, line of gaze. 


2 


Although the effective reading distance, about 23 in. 
(58 cm.), is rather longer than that usually adopted, it never- 
theless permits a person with normal visual acuity to read 
ordinary print in comfort. 

The photographs show a reading periscope, made accord- 
ing to the above principles. In this instance, a round mirror, 
which was to hand, was employed ; an oblong one would have 
been preferable. The arm carrying the small mirror can 
pivot upwards on its bolt, a refinement which allows it to 
swing away from the patient's face if the unit is accidentally 
knocked. 


The Ministry of Pensions and National Insurance has 
issued another volume of statistics about sickness and injury 
among the insured working population. It is Digest of 
Statistics of Incapacity, 1954-5. Earlier collections of 
statistics related to 1950, 1951-2, and 1953-4, the latter being 
circulated in November, 1955. The statistics are based 
on medical certificates sent to the Ministry with claims to 
benefit. They do not include illnesses of two or three days 
for which no claims are lodged, or sickness in certain persons 
not eligible to claim. Thus as a measure of the incapacita- 
ting sickness of the working population they are incomplete. 
The introduction to the Digest provides such essential infor- 
mation as is necessary to understand the tables. 
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Correspondence 


Christmas Gifts Fund Appeal 


Sir,—I should like to remind your readers who have not 
yet responded to the chairman's appeal (Journal, October 
12, p. 881) that it is our custom to distribute the gifts some 
days before Christmas. 

I hope all who can will send their contributions, marked 
“ Christmas Gifts,” to the secretary, Royal Medical Benevo- 
lent Fund, 1, Balliol House, Manor Fields, Putney, London, 
S.W.15, as soon as possible.-I am, etc., 

FRANK JULER, 


Honorary Treasurer 


London, $.W.15 Royal Medical Benevolent Fund 


Preparation of Skin for Electrocardiography 


Sir,—The claim made by Dr. James Maxwell (Journal, 
October 19, p. 942) that rubbing the skin and E.C.G. elec- 
trode with a damp sponge or placing a small piece of moist 
gauze between the two gave just as good results as electrode 
jelly seemed rather surprising. For accurate electrocardio- 
graphy a low skin resistance is desirable, and, more import- 
ant, a roughly equal skin resistance at the various electrode 
positions is essential if apparent axis changes are not to be 
mistaken for signs of disease. A series of comparative ex- 
periments was undertaken utilizing the three methods men- 
tioned. The following table shows the skin resistances ob- 
tained in bipolar leads I, Il, III obtained on several occa- 
sions. 


Method Electrode Resistance 
of 
Contact I il 


Wiping with dongl Rangin between Ranging between | Ranging between 
sponge | 0-100 KSQ 50-100 KSQ2 50-100 
interposed moist | From 40-60 K5Q2 From 40-60K5Q | 60 
| KSQ 


gauze 
Etectrode jelly 20K52 | 20 KSQ 


It is obvious that the methods without electrode jelly give 
resistances up to 5O times that of the standard practice, and, 
more important, the resistance in the three leads may vary 
by. as much as 50 KS5Q2. This increase in electrode resistance 
decreases the sensitivity in certain leads, and raises the noise 
level, thus giving a grossly cecreased signal:noise ratio. 
The fact that the electrode resistance varies from position 
to position assumes importance in the augmented unipolar 
limb leads and in the unipolar chest leads. In this situation 
the indifferent electrode, be it Wilson's or Goldberger’s, is 
no longer indifferent, since it is displaced to one or other 
side of the neutral position. This causes marked changes 
in amplitude and shape of the wave-form—e.g., a Qr pattern 
in aVL changed to a rS in one experiment, while in another 
a @RS in aVR changed to QrS with elevation of Tw. Thus 
a quite erroneous picture of the position of the heart can 
ensue and changes in wave-form might falsely suggest some 
cardiac lesion. The latter is rendered more likely by the 
fact that in repeat E.C.G.s the values of electrode resistance 
will probably be quite different from those on preceding 
occasions. It would appear that the saving in time and 
effort in the present case is hardly justified, since the readings 
obtained are almost impossible to interpret.—I am, etc., 


Farnborough, Hants. M. K. Browne. 


Chronic Brucellosis 


Sirn,—I have read Dr. J. E. Davies’s valuable paper 
(Journal, November 9, p. 1082) with great interest. I hope 
that this and your leading article will help to inculcate an 
awareness of this disease which is sometimes sadly lacking, 
and will thereby save many patients from long wasted weeks 
in hospital or from the suspicion of psychoneurosis. 


CORRESPONDENCE 
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I feel that there must be some doubt as to whether Dr. 
Davies's group of controls had never been infected with 
Brucella in the past. In 5 out of 72 there was a positive 
skin test, and in 15 the agglutinations changed from negative 
to positive. The agglutination titre rose as high as 1 in 50 
in six, and | in 125 in another three. My reading of this 
is that probably all 15 had previously suffered from mild 
or unnoticed infections. Barrett and Rickards,' whom you 
quoted (p. 1100), showed that those who have not been sensi- 
tized by infection with Brucella never show a significant 
rise in antibody titre; and it is usually considered that a 
fourfold rise or a change from negative to positive may be 
called significant. 

The way is open for a careful study of this phenomenon. 
It is to be hoped that those who have access to large num- 
bers of people who have never drunk raw milk will investi- 
gate the matter. They should remember, however, that 
nowadays many city children spend their holidays by the 
sea or in the country, and often on caravan sites where the 
only milk available comes straight from the cow.—I am, etc., 

Bath. HuGcu WALLIs. 

REFERENCE 
' Barrett, G. M., and Rickards, A. D., Quart. J. Med., 1953, 22, 23 


Treatment of Leg Ulcers 


Sir,—I am glad to see that Mr. Dickson Wright in his 
interesting letter (Journal, November 9, p. 1111) emphasizes 
the great importance of the adhesive elastic bandage in the 
treatment of leg ulcers. I still regard “ elastoplast™ as 
being the sheet anchor in the treatment of venous ulcera- 
tion. The “stretch and regain” of the elastic adhesive ban- 
dage gives us the most satisfactory squeezing action pos- 
sible when applied over the indurated leg. The few patients 
who are allergic to the spread can be treated by alternative 
methods. Curwen and Scott’ tell us that in the United States 
of America 5,900,000 working days were lost in one year 
from varicose disease and its complications. In this country 
also it is a national problem, and therefore economy in 
treatment is a matter of importance. There are roughly 
two schools of thought in therapy: first, the Bisgaard 
school, who commence treatment by means of the dry 
elastic bandage in combination with massage ; the second 
school use the elastoplast type of bandage, which naturally 
does not allow of massage to the limb. With deference, I 
feel that both these schools of thought are right. From the 
economic angle, however, it is better to start treatment by 
means of occlusive compression, and not to hand the limb 
to the physiotherapist until the ulcer is almost healed. 
Bandages are cheaper and more numerous than are physio- 
therapists. 1 therefore suggest that the early treatment of 
ulceration should be confined to the methods so excellently 
described by Mr. Dickson Wright. At a later stage there is 
nothing so valuable as skilled massage and exercises, in 
combination with the removable dry elastic bandage with 
or without sponge pads.—-I am, etc., 

London, W.1. R. ROWDEN Foote. 
REPERENCE 
' Curwen, L. H. M., and Scott, B. O., Ann. phys. Med., 1952, 1, 17 


Hospital Confinement 


Sir,—I have been interested in the recent correspondence 
concerning the relative merits of hospital and home con- 
finements, and would like to draw attention to a further 
point. 

Among a smail group of my friends who have had recent 
confinements, breast abscess has occurred only in those who 
have had their babies in hospital. I wonder if anyone with 
wider experience has found a similar result, and whether 
any statistically significant series has been investigated. If 
a statistically significant difference were found, it would be 
interesting to speculate on the cause. My own view is that, 
owing to the rigid feeding regime in hospital, babies fail 
to empty their mothers’ breasts completely at feeding-time. 
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Genatosan 


introduce... 


Genacort 


Hydrocortisone Lotion 
and 0.25", 
(in an aqueous vehicle) 


GENACORT 0.25%, | Hydrocortisone Acetate Contact dermatitis 32 ml. 7/104. 
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GENACORT 0.5% Hydrocortisone Acetate Otitis externa 20 ml. 9/-d. 
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ADVERTISEMENT 


Present tense 


Although concern or even 
anxiety over the problems of today 


and the challenges of tomorrow 

should normally act as a spur 

to greater effort, the over-anxious 

and tense individual may be 

overwhelmed and rendered ineffectual 

The performance of such patients 

will be benefited by a change in mood. 
To this end, ‘Mepavion’ is 

*‘Mepavion’ helps 


most useful. 
control the irrational fears and 


the attendant feeling of inner 
tension without interfering with 


autonomic functions. Patients 
become less pre-occupied with 
their symptoms, increasingly 
co-operative and hence more 
accessible to psychotherapy. 
‘Mepavlon’ is presented in 
tablets each 400 mgm. in containers 
of 30 and a dispensing pack of 250. 


Future perfect! 


‘Mepavlion’ 


(meprobamate I.C.I.) 
relieves states of tension and anxiety 
Wilmslow 
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as they may have been left to cry in the nursery until feed- 
ing-time comes, when they are too tired to feed fully, 
whereas at home they can be fed when they first cry with 
hunger, and will take a good feed from the mother and 
keep the milk flowing more freely. Cross-infection may also 
play a part. 

Dr. J. H. S. Geggie (Journal, July 20, p. 160) strongly 
advocates hospital confinement, and states that one of the 
reasons why mothers do not feed their babies is because 
of stubborn staphylococcal breast abscess. Is this not an 
argument against hospital confinement ? Dr. J. P. O'Dwyer 
(Journal, April 20, p. 947) wonders how many doctors’ 
wives have their babies at home. I cannot offer any figures, 
but, as a doctor's wife, would like to say that both my babies 
were born at home, the second (at my own suggestion) with 
only the midwife in attendance. 1 cannot say enough 
how much happier and kinder I thought it was in every 
way than a hospital confinement, many of which I have 
witnessed and conducted in a leading British hospital.— 
I am, etc., 

Bedford A. M. C. MILLER. 


Use and Abuse of Blood 


Sir,--1 am wholeheartedly in agreement with Drs. C. C. 
Bowley and J. Darnborough (Journal, October 19, p. 940) 
that blood transfusion must never be used when other 
simpler and less dangerous remedies are equally effective. 
I am equally aware of the need for the fullest possible co- 
operation between the users and suppliers of stored blood. 
While appreciating the difficulties of those in charge of our 
transfusion services, I still feel it necessary to resist any 
tendency to suggest that necessary transfusions should be 
discouraged because there are difficulties in getting enough 
blood. I am convinced that the problems involved in 
increasing the donor percentage of the population from 
2% to 3°. are not insuperable. I am confirmed in my 
views by discussion with a number of regional transfusion 
officers. 

I did not mention plasma in the review in question 
(Journal, September 28, p. 721) chiefly because I was pri- 
marily engaged in arguing a theoretical case for whole blood 
transfusion when whole blood is lost. I am not yet con- 
vinced that plasma and plasma substitutes have any major 
role in the treatment of blood loss under most conditions 
experienced in the urban centres of Britain. In moderately 
severe injuries where there is likely to be a delay of one 
hour or more in reaching hospital, or when blood is not 
readily available, a limited use of plasma is probably bene- 
ficial. Many of us experienced during the war the limita- 
tions of plasma as replacement for haemorrhage in trauma. 
In severe injuries I am convinced that plasma can fre- 
quently do as much harm as good. Partial restoration of 
blood volume with plasma increases the dilution of red cells 
and oxygen-carrying power of the blood. Further bleeding 
may be precipitated in a situation where reserves are not 
readily available. The more serious the injury the more 
urgently is whole blood required in the early stages of 
treatment. 

I would like, in addition, to amplify one paragraph from 
my article. I stated that “when a patient is to be trans- 
ported a short distance and will reach hospital within half 
an hour of injury, it is not justified to take 20 minutes to 
apply a Thomas splint when tying the legs together will do 
just as much good.” This statement was not in any way 
intended to decry the value of the Thomas splint but rather 
to suggest that under certain precise conditions—a short 
journey, hospital within half an hour of injury—too much 
time spent on elaborate splintage may be dangerous. I have 
in mind particularly the obviously seriously injured. With 
difficult journeys, long journeys, longer lapse of time before 
reaching hospital, and for the fractured femur in an appar- 
ently fit patient, efficient splintage is essential, but must be 
capable of rapid application under all conditions._-I am, 
etc., 


Birmingham, 15. Ruscoe CLARKE. 
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Sir,—-Your columns reflect the great need of blood for 
transfusions and the possibilities of abuse and misuse of 
this important therapeutic agent. But the position is not 
made any easier by statements such as those by Dr. M. S. 
Beare (Journal, November 2, p. 1046) and Dr. F. J. Heggie 
(Supplement, November 9, p. 146). Contrary to Dr. Beare’s 
quite unsupported statement that “it is well known that the 
answer to the wastage of matched blood is pilot tubes,” 
some of the regions with the best reported figures for low 
wastage do not and never have used pilot tubes. ‘They 
depend on intelligent co-operation between clinical staff and 
laboratory ; and the assumption by the latter of real re- 
sponsibility for seeing that blood is not wasted. This in- 
volves aseptic techniques and bacteriological control of all 
blood that has to be cross-matched more than once. In a 
well-run laboratory these are as easy and certainly more 
accurate and complete than can be obtained by the use of 
pilot tubes. In four large hospital groups in this region, 
using some 10,000 bottles of blood a year, the wastage has 
averaged under 2%. (In 1956 the wastage for the country 
as a whole was 15.2% of 702,600 bottles. The South-west 
and South-east Metropolitan Joint Service had 5.6% of its 
blood returned unused.) Such a figure means much work 
and close agreement among staffs as to the objective, but it 
can be done. 

But it cannot be done by Dr. Heggie’s suggestion of 
“ putting pressure” on the director of the blood transfu- 
sion service. He or she expects co-operation and mutual 
agreement and should quite naturally resist ill-informed 
pressure groups. In this region, however, the pressure is 
not for but against pilot tubes. The pathologists have had 
precisely the kind of meeting Dr. K. S. Rodan (Supplement, 
November 9, p. 146) suggests, with a long discussion for and 
against pilot tubes, and voted almost unanimously against 
the proposal. To my mind the outstanding argument that 
weighed with pathologists in this matter was that a pilot 
tube (apart from obvious possibilities of breakage, coming 
apart, and so on) is no guide to what is happening inside 
the bottle of blood to be cross-matched. We must strive 
for better ways of handling blood, but the pilot tubes are 
not the errorless safeguard your correspondents have 
suggested.—I am, etc., 

Kingston-upon- Thames. 


Malignant Change Following Herpes Simplex 

Sir,—In reply to Dr. R. Wyburn-Mason’s letter (Journal, 
November 2, p. 1048) I would like to state again that the 
histological changes in herpes simplex are specific and diag- 
nostic. Perhaps I might add group-specific. The fact that 
zoster and varicella show changes similar to those seen in 
herpes simplex does not invalidate my statement (Journal, 
September 28, p. 765). Zoster and varicella also show 
specific changes without which no histological diagnosis can 
be made in either condition.—I am, etc., 

London, W.C.2 Henry Haper. 


D. STarK MURRAY. 


Aldosterone Excretion in Pregnancy 


Sik,—Dr. M. G. Rinsler and Miss Barbara Rigby write 
on the function of aldosterone in the metabolism of sodium 
and water in pregnancy (Journal, October 26, p. 966) that 
in pre-eclamptic toxaemia the E.C.P. (extracellular fluid) is 
expanded, but there is a fall in the urinary output of aldo- 
sterone. This fall in aldosterone excretion is, in my view, 
the result of the rise in the E.C.F. and the general oedema 
formation. 

An important question is, therefore: What is the quantity 
of aldosterone in a given quantity of oedematous fiuid ? 
This quantity may very well be enlarged, as is the quantity 
of intracellular sodium in cases of familial paralysis, de- 
scribed by Conn et al.,’ for the Na/K relation in body tissues 
and fluids is the result of aldosterone activity in these tissues 
and not of the urinary output of aldosterone. Under the 
influence of a sudden impulse—e.g., of histamine just re- 
leased by an allergic reaction and not annihilated by hist- 
aminase—great quantities of aldosterone and noradrenaline 
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(as in a case of phaeochromocytoma) may be poured into 
the circulation and pass into the tissues, exerting their acti- 
vity there, before the kidneys are reached. Under these 
circumstances the urinary output of aldosterone seems to 
me to be a very poor measure not only of the adrenal acti- 
vity but of the whole condition, because the greatest part 
of the aldosterone and noradrenaline present in the adrenals 
has been produced some time before and is hoarded in the 
gland until some acute crisis. This is proved by chemica 
analysis of Conn’s tumour (7,000 «g.) and phaeochromo- 
cytoma. 

Studies with amphenone by Mach and Muller’ in cases of 
oedema with hyperaldosteronuria have proved that amphe- 
none inhibits the production of aldosterone immediately ; in 
these cases sodium diuresis follows amphenone treatment, 
while the urinary output of aldosterone diminishes. If the 
amphenone treatment is stopped, then aldosterone output 
rises again, sodium retention increases, and oedema re- 
appears. The same thing has been described by Wolfe and 
co-workers.” In this way the primary role of aldosterone in 
sodium and water retention has been firmly established. 
There is no reason to search for another mechanism. Con- 
ditions in pregnancy are complicated by the fact that, while 
the aldosterone activity of the adrenals is much greater dur- 
ing pregnancy than under conditions of non-pregnancy, the 
greater part of the product of the adrenal glands is hoarded 
in those glands and only poured into the circulation during 
an acute crisis.—I am, etc., 


Amsterdam. R. SCHUURMANS. 
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Infants’ Feeding-bottles 


Sir.—I am writing to express my disapproval of the 
manner in which increasing numbers of infants are being 
bottle-fed. It seems that the upright, non-valve bottle is 
gaining in popularity at the expense of the boat-shaped 
feeding-bottle. This is resulting in more babies having in- 
creasing difficulty in sucking against the growing vacuum 
as the feed proceeds, which often results in a completely 
collapsed teat with the rubber sides in fast apposition, with 
no milk flow at all. 

In some shops it is impossible to purchase any feeding- 
bottle other than the kind I condemn. While on this sub- 
ject, I am at a loss to understand why the teat manufac- 
turers sell their products with an almost non-existent hole. 
The dangers of too slow bottle-feeding are incomparably 
greater than any hypothetical disadvantages of the other 
extreme. Frustration comes to all of us far too soon in life 
without its having to be thrust on us in infancy.—I am, etc., 


London, $.W.3 Davip J. THomas. 


Influenza Epidemic 


Sirx,—Writing as just another general practitioner in the 
north-west London area, I have been particularly struck by 
one clinical syndrome which was mentioned only by Dr. 
R. E. Hope Simpson (Journal, November 2, p. 1057). A 
sore throat due to pharyngitis has been a very striking 
symptom in this area, especially among the children and 
adolescents. This has been characterized by no great red- 
ness of the tonsils or faucial pillars, but rather by marked 
hypertrophy of the lymphoid tissue of the posterior pharyn- 
geal wall and almost always associated with a shotty enlarge- 
ment of the glands along the posterior border of the sterno- 
mastoid, often with tenderness and some pain on moving the 
neck. The adolescents have complained of an intensely sore 
throat, and say that it is “ very low down” and point to the 
front of their necks behind the thyroid cartilage. This has 
been one of the common causes of a continued pyrexia, but 
has usually reacted promptly to penicillin—e.g., penicillin V 
by mouth. Occasionally they have been hoarse, with an 
irritable tracheal type of cough. Many have said that 
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gargling did not help, as it felt “lower down.” I have 
not met this particular syndrome in previous influenza 
epidemics. 

I am sure that the series of reports by general practi- 
tioners on their experience of the influenza epidemic have 
been most helpful and greatly appreciated.—I am, etc., 


Hatch End, Middlesex MARTIN STRATFORD. 


Mongolism in a Twin 


Sir,—I was interested in “ Mongolism in a Twin” (Jour- 
nal, November 2, p. 1038), as I had a similar case in 1949. 

The parents, who came from healthy country families, 
were of good average intelligence and in their late twenties. 
They had a normal daughter in 1947 and again in 1948. 
In December, 1949, twins were born to them—a normal 
girl and a boy who was an obvious mongol. The diagnosis 
was confirmed by the professor of paediatrics at the nearest 
teaching hospital four months later. When the twins were 
nearly a year old, all the children in the family developed 
measles. The girls made an uninterrupted recovery, but the 
little boy died. Since then the couple have had a further 
normal daughter.—I am, etc., 

Baddesley Ensor, Warwicks. 


Nylon for the Destructive 


Sik,—In mental and mental deficiency hospitals one of 
the problems is the destruction of clothing by disturbed 
and overactive patients. Such patients have therefore been 
clothed in ticking or canvas material. Both these are un- 
sightly and heavy, and ticking loses its efficacy in course of 
time. The unsightliness and unpleasant associations of these 
materials leads some patients to regard them as a form of 
punishment. Their weight is considerable—a canvas suit may 
weigh over 4 Ib. (2 kg.) and a girl's ticking dress over 2 Ib. 
(1 kg.)}—and it is likely that their resulting encumbrance 
may increase or even initiate the destructive efforts of their 
wearers. Finally, the frequent laundering often necessary 
restricts the useful life of a ticking dress to under a year in 
some cases. 

With female patients these disadvantages may be over- 
come by the use of nylon. In St. Lawrence's Hospital two 
nylon dresses have been made for a patient aged 10 who has 
persistently torn her clothing to such an extent that even a 
ticking dress has lasted her less than a day. The nylon 
dresses have been very satisfactory. They are pleasant in 
appearance, light, warm, and after two months of use show 
no signs of wear. The patient has made little if any attempt 
to tear them, perhaps because of their lightness and lack 
of encumbrance, and their laundering is simple. The actual 
material used was dark blue industrial nylon fabric of 
Y. 1960 quality and manufactured by Courtaulds, Ltd. As 
it is relatively impervious to water vapour the neckline was 
made wider than usual, the sleeves short and wide, and with 
a loosely approximated slit at the upper back. One dress 
was made in a double layer and weighs 13 oz. (0.4 kg.); the 
other has a single-layered skirt. The material is not inflam- 
mable.—I am, etc., 

Coulsdon, Surrey. 


E. Jean Hicor. 


A. W. Grirritus. 


Dislocation of the Jaw 


Str,—-Unilateral forward dislocation of the jaw as a result 
of yawning cannot be a very common occurrence in general 
practice. When a man ‘phoned me at 2.30 a.m. recently 
to tell me that he thought his wife had done just this, I 
was frankly sceptical. I became even more so when he 
went on to say that his wife had often feared this happen- 
ing when yawning, even though it had never actually hap- 
pened to her. This combination of circumstances, I feel 
sure, must be even more unusual. 

On my arrival I found a woman of 30 who had un- 
doubtedly dislocated the right side of her jaw. The disloca- 
tion was reduced fairly easily with an audible click and to 
the instant delight of both patient and doctor. The method 
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used was the usual one of inserting the thumb into the 
mouth as far as the angle of the jaw and with the patient 
in a reclining position. Then pressure was exerted with 
the thumb in a downward and backward direction while 
at the same time raising the chin with the fingers of both 
hands. Over a cup of tea, she confirmed the fact that she 
had always dreaded dislocating her jaw with yawning since 
she had been a girl of 17, when she had an uncomfortable 
feeling of nearly having done it. She had dreaded having 
teeth extracted, and had been regarded at home, and sub- 
sequently by her husband, as rather a crank, as she would 
often sleep with her jaw tied up with a head-scarf. No 
doubt now she will be justified in continuing to do so in 
future.—I am, etc., 
Hull. M. S. SANDERS. 


Patients Seen in Casualty Department 

Sir,—The analysis of symptoms and diagnosis among 
patients attending a casualty department reported by Dr. 
P. Mestitz (Journal, November 9, p. 1108) is interesting and 
valuable. It adds yet another study to our knowledge of 
the patterns of illness in various population groups. His 
figures show that some 27%, of the patients coming up to a 
casualty department for help suffer from a stress disorder. 
This proportion is rather higher than that for urban general 
practice,’ but lower than has been found in a large industrial 
office." Dr. Mestitz comments that relatively fewer patients 
complained of symptoms in the psychiatric sphere, such as 
depression and irritability, than in Pougher’s’ series ; this 
difference may be due to the cultural characteristics of the 
group under review. In general, it seems to be true that 
stress tends to manifest itself by psychiatric symptoms in 
the more intelligent and sophisticated, and by physical symp- 
toms in the less articulate. 

The author underlines the importance of pain as a pre- 
senting symptom. In a survey by Morris and myself of a 
random sample of women attending a gynaecological out- 
patient clinic, the largest single division (about one-third) 
gave pain as a leading symptom, and of these only a few 
had any “ organic ™ disorder. The rest showed the clinical 
picture of tension pain,* and I agree with Dr. Mestitz that 
its treatment is difficult and unsatisfactory. This is probably 
because many patients with tension pain utilize their illness 
in one way or another. I am in process of collecting data 
on the varying incidence of stress disorder in our society. 
May I say, Sir, through your columns, that I should be most 
grateful to have a note of any observations which other 
workers in this field may have made ?—I am, etc., 

DesMoND O'NEILL. 
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Detention of Voluntary Patients 


Sir.—Dr. W. Lindesay Neustatter, I believe, is correct in 
assuming (Journal, October 19, p. 944) that a contract of 
service and care is established whenever a voluntary patient 
signs one of the statutory forms, whereby it can be argued 
that, if the signatory patient be not detained 72 hours after 
having given his notice to leave hospital and thereafter is 
the subject of an untoward incident, the patient or next of 
kin might be in a position to bring an action for damages 
against the psychiatrist concerned. The psychiatrist would 
presumably claim in his defence that he was applying 
common sense in not affronting the patient, and had shown 
skill in allowing the patient to depart. I imagine that it is 
no use trying to make something which is absurd sound 
sensible, and of course the present statute is utterly absurd. 

Dr. Neustatter’s fastidious coroner should try the effect 
of forcing patients to remain 72 hours in hospital. Were 
he ever to be in this unenviable position would he not in 
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turn be exposed to a different type of assault at law, whereby 
others might seek to prove that by detaining the patient 
harm had been done to the mental state of the patient ? 

I would suggest that one way out of the present absurd 
position is to alter the statutory form so that the patient 
applies to the secretary of the management committee to 
enter the hospital concerned. The management committee 
could then take the full responsibility of the matter, and 
when the patient decides he wishes to leave his notice of 
discharge should be sent to the management committee for 
further consideration, pending which the psychiatrist could 
exercise his undoubted ethical and, I suggest, legal right 
to do what he thought was best for his patient under the 
particular circumstances. All absurdities are based on false 
premises, which in this instance is the assumption that any 
patient is likely, truly, to volunteer to be locked up and 
detained for 72 hours after having expressed a desire to 
leave. In spite, therefore, of the undoubted good which 
this clause in the Mental Treatment Act procured for sick 
people, it is based on illogicality, and, more important still, 
insincerity. 

I very much fear that Dr. Neustatter and his fastidious 
coroner could be a source of very grave embarrassment to 
Management committees in having given publicity to this 
matter.—I am, etc., 

St. Albans. HAROLD PALMER. 


Chlorpromazine Jaundice 

Sir,—With reference to the letter from Dr. T. A. Lambo 
(Journal, November 2, p. 1048), I have used chlorpromazine 
in the treatment of mental patients in Malaya for approxi- 
mately three years but have not seen a case of jaundice 
attributable to this drug. The nationalities of ‘the patients 
were Chinese, Malay, Indian, and Eurasian, and the total 
number treated was approximately 600. No case of jaundice 
has been seen in patients treated by other doctors in the two 
mental hospitals in Malaya, and physicians whom I asked 
about the incidence of jaundice due to chlorpromazine stated 
that they had never seen a case in a non-European, although 
they had used it for such widely differing conditions as pain 
due to inoperable carcinoma and hyperemesis gravidarum. 
So far as I was able to ascertain, up to the end of 1956 there 
had not been any cases of chlorpromazine jaundice in non- 
Europeans in Malaya, although the number treated must 
have run into several thousands. This would seem to 
support the suggestion that there is a racial difference in 
sensitivity to chlorpromazine.—I am, etc., 


Vv. O. G. SmytTu. 


Bristol, 6. 


“ Hypercapnoea ” 

Sir,—This spelling mistake, which can lead to confusion, 
occurs frequently in the literature of anaesthesia and respira- 
tion. All the words ending in “ pnoea ™ describe kinds of 
breathing, as hyperpnoea, tachypnoea, apnoea, Numerous 
other words which end in “ ia” describe conditions existing 
in the blood or tissues, as hypoxia, asphyxia, anaemia. 
Among these is hypercapnia.—I am, etc., 

Cambridge. H. R. YOUNGMAN. 


Poliomyelitis in West Africa 


Sir,—I would suggest that a “ priority” class for polio- 
myelitis vaccination is persons going to West Africa, and 
probably other tropical areas. I cannot recall that actual 
epidemics of poliomyelitis have been recorded in West Africa, 
but in any hospital or large private practice there has always 
been a steady trickle of cases : and in any big city market 
dozens of old poliomyelitis paralyses and deformities at all 
ages may be seen. Recently, during two months’ relieving 
in a Kumasi practice, I passed on four probable cases to 
the hospital. 

Before the war I do not remember hearing of any 
European deaths: we of that era grew up in filth, as it were, 
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and were probably immune. But during the later years 
of the war, and subsequently, they have frequently been 
reported. A very recent example was Dr. Pointon Dick, 
tuberculosis specialist, Ghana, whose obituary was published 
in your columns (Journal, August 4, 1956, p. 305). Polio- 
myelitis would now seem to be a greater danger than any 
other single disease: more so than would be yellow fever 
(which used to spread such terror), even in the absence of 


vaccination.—-I am, etc., 


Bristol. 8 Georoe L. ALEXANDER. 


Prognosis of Intermittent Claudication 


Sir,—It is interesting to compare the results of a recent 
follow-up of Professor A. Kekwick’s series of patients suffer- 
ing from intermittent claudication with those published by 
Dr. R. L. Richards (Journal, November 9, p. 1091). Definite 
information was obtained about 103 of the 125 patients 
originally seen on the medical unit of the Middlesex Hos- 
pital during the years 1948-52. Thirty-seven deaths had 
occurred, 17 from cardiovascular disease (coronary throm- 
bosis or presumed coronary thrombosis 13, cerebral throm- 
bosis 1, mesenteric thrombosis 1, dissecting aneurysm 1, 
hypertensive cardiac failure 1), 10 from other causes, and 
10 from causes unknown. 


Satis- No. of | 
Age at factory | Cardio- som (Average) 
0. of Age at 
Onset of 125 Follow- vascular Death Cardio- 
Intermittent Patients | up Deaths | “(37 
Claudication | } _ (103 (i7 | Patients) | Death 
Patients) Patients) — 

25-29 3 0 
40-44 
45-49 4 0 2 
50-54 20 19 8 9 56-5 
26 20 & 64 
60.64 23 2 
75 and over 1 0 o | 


It can be seen that, although the peak incidence of the 
onset of the disease in these patients falls in the 60-64 age 
group, the greatest proportion of cardiovascular deaths 
occurs in those whose symptoms first appear in the early 
fifties. Claudication was originally unilateral in 9, and 
hypertension was present in 5 of those subsequently dying 
from cardiovascular disease. The mean duration of claudi- 
cation in the surviving 66 patients was 7.9 years.—I am, etc., 


London, W.1. H. E. D. Lioyp. 


Intratracheal Intubation in Newborn 


Sirx,—-Although it is common practice to administer oxy- 
gen into the stomach of newborn infants in an attempt to 
relieve anoxia, we are not at all impressed that it does any 
good. We feel that any success derived from this method 
stems from the regurgitation of oxygen into the pharynx 
and its subsequent uptake by the lungs, and that the same 
result could be more easily achieved by the use of an 
oxygen tent or nasal catheter. 

So firmly has the intragastric route established itself that 
the much more reasonable intratracheal route is sometimes 
neglected—-indeed, many deprecate tracheal insufflation 
except as a last resort, when it may well be too late to 
restore the infant. We believe that skilfully employed 
intratracheal intubation, combined with oxygen under inter- 
mittent positive pressure using a Seward valve, which ensures 
that dangerous inflationary pressures are not exceeded, and 
the use of suction, to be a very valuable method of resuscita- 
tion in severe cases of white asphyxia. This we regard as 
the method of choice for the severely asphyxiated child, and 
contend that the use of intragastric oxygen for these cases 
merely wastes valuable time.—We are etc., 

E. ARTHUR WILLIAMS. 


Oxford Derek PRYER. 
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Tabulating Data 

Sir,—Like Dr. B. Lennox (Journal, September 28, p. 766), 
we too read with interest the article by Dr. C. N. Smyth and 
Mr. M. N. Bainbridge (Journal, September 14, p. 619), be- 
cause a table such as they describe could be adapted to 
various uses. We are not statisticians, and therefore ex- 
pected to have difficulty with the section on “statistical 
test” (p. 622); but we feel impelled to protest against 
the unworthy devices whereby the appropriate complexity 
of this section was ultimately achieved. One can (almost) 
admire the playful manner in which the authors, having 
carefully drawn attention to a 2 x 2 table containing a 
notation restricted to “ b, not b, d, not d,” suddenly produce 
without further explanation an equation wherein apparently 
“a” has been substituted for “b” throughout; but we 
cannot so readily excuse the crude method adopted to ensure 
that their equation defies comprehension. If “Na” had to be 
Na 


given two different values in the one equation ( Na ~ 
2 
in one column = 33 ~ 3334 im the next) surely this little 


modification might have been concealed more skilfully from 


the vulgar gaze ? 
The authors give two 2 x= 2 tables in close proximity, 
which we consider could justifiably be combined thus: 


Forceps | Not Forceps 
(d) } (nocd) | Foral 
Stillbirths (b) 2 (Nbd) 31 | 33 (Nb) 
Not stillbirths (not b) 211 2,080 |} 2,298 


If we assume, as we must to retain our sanity, that in 
their equation “a™ has somehow become substituted for 
“b,” and if we write the equation as we feel that it might 


have been written: 
Nbd Nb 
U 


Nd/, Nd 
N) 
Then, replacing these letters by the corresponding figures 


from the table: 
2 33 
3 3334 


213 
(55 

These fractions are very different from those actually 
given by the authors, and derived from the same 2 x 2 
tables, which were: 

2 33 


213 2334 


U — - 
33 
Veal (a5 am) 
A careful reading of the text reveals that the numerator 
of the equation probably should be written 
Nbd Nb 
Nd WN (a5 2334 
but speculation on the proper notation of the denominator 
is beyond us. We can but suggest that the punishment 
should fit the crime, and that the authors should be made 
to explain what the correct version really is.—We are, etc., 
T. WiLson. 
A. T. H. MARSDEN. 


Misnamed Stethoscope 


Sir,—1 feel sure that somewhere there is a frock-coated 
ghost longing for a word to be written in defence of his 
quite correct, and most elegant, brain-child, the word 
“stethoscope.” Liddell and Scott" have nearly a column 
of erudition under the heading cxoréw, and near the begin- 
ning of it is the translation “to contemplate, to examine” : 
so why try to improve on this excellent descriptive term for 
an instrument for the examination of the chest ? 

While on the subject, may I also put in a plea to have 
nothing to do with the (incorrect) odious Americanism 
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Today, the preference is for oral rather than 
parenteral treatment—provided it is as effec- 
tive. Penicillin-V has precisely this advantage, 
giving clinical results consistently comparable 
with injectable penicillin. It achieves this end 
because, unlike penicillin-G, it is remarkably 
stable in gastric secretion. Penicillin-V gives 
higher blood levels than other oral penicillins 
and is more potent, dose for dose. When peni- 


cillin is indicated, let Penicillin-V-Lilly be the 


choice. 

Average Dose 125me. (200,000 units) four times daily, in- 
creased in severe infections. 

‘Pulvules’ 125me. and 250mg. 

Suspension Paediatric 62.5mg. per 50c. 


Also 
Tablets and Suspension Penicillin-V-Sulpha Lilly 
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AND aspirin 


Aseuun is a Serious gastric irritant, particularly in peptic ulcer patients.” 


CCatcrum ASPIRIN ... can be used with impunity, especially if prescribed 


99 


in soluble form. 


British Medical Journal, July 2nd, 1955 


SOLPR { N provides calcium aspirin in pure and stable form. 
COoDIS is a compound tablet that provides codeine and 


phenacetin, and calcium aspirin which replaces 
the ordinary aspirin in tab. codein. co. B.P. 


Neither SOL PRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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s appendectomy "as opposed to the correct original form 
“appendicectomy”? Our professional forerunners of the 
nineteenth century may have been shaky on “ scientific” 
medicine as we understand it to-day, but their classical learn- 
‘ing was pretty sound, and I think that if we start criticizing 
it at the present time we are very liable to run into trouble. 
—I am, etc., 
Colchester. J. N. Fett. 
REFERENCE 
! Liddell, H. G., and Scou, R., A Greek-English Lexicon, 1925-40. Oxford. 


Drug Firm Representatives 

Sir,—-Have you ever estimated how many firms send 
representatives to G.P.s ? What would you guess—a dozen, 
perhaps a score? I have this week had occasion to con- 
gratulate the representative from an American firm on being 
the fortieth to visit me on one or more occasion in less than 
two years. Perhaps I am over-cynical, but who has bene- 
fited from these interviews (of varying length)? Surely the 
firms concerned, since they pay their employees for doing 
the work. I find I learn very little myself, as I read their 
notices in the press and the mail, and proprietary thera- 
peutics is a very small part of my general practice. On the 
other hand, I have lost a lot in time, during which I might 
catch up with some unbiased reading, or finish my surgery 
earlier, or even relax. I have sometimes been a worse 
doctor due to my suppressed annoyance. 

Some people (myself included) now insist on a ‘phoned 
appointment, whereas others have a charity box on the desk 
(does the “rep” or the firm pay ?). The Americans expect 
a private consultation fee—this might sugar the pill over 
here. What do other doctors think ?—I am, etc., 


London, S.B.13. D. J. ADDERLEY. 


Royal College of Surgeons Annual Meeting 


Sir,—I would like to bring to the attention of your readers 
the programme for the annual meeting of the Royal College 
of Surgeons of England to be held in the College on Wednes- 
day, December 11. Last year the Council was very gratified 
by the interest which was shown in the annual meeting, and 
it is hoped that there will be a similar response this year. 

The scientific programme is designed to be of special in- 
terest to the general practitioncr as well as to the surgeon, 
and a cordial invitation is extended to any member of the 
profession to attend the scientific films and demonstrations 
and the lectures, including the Bradshaw Lecture. The pro- 
gramme, a detailed copy of which may be obtained from 
the secretary of the College, includes two lectures which 
form part of the postgraduate course in the basic medical 
sciences (a lecture on the pelvis from 9.30 a.m.—10.15 a.m., 
and a lecture on the physiology of pain from 11.30 a.m.— 
12.15 p.m.) : a programme of short scientific films of general 
interest (10.15 a.m.—10.45 a.m., and 12.15 p.m.-2.15 p.m.) : 
demonstrations of the current research work in the College 
departments of pharmacology, pathology, physiology, ana- 
tomy, ophthalmology, dental science, and anaesthetics (from 
10 a.m.-11.30 a.m., 12.30 p.m.-2.30 p.m., and 4.30 p.m.- 
5.30 p.m.) and the Bradshaw Lecture by Sir Russell Brock 
on “ The Present Position of Cardiac Surgery” from 2.30 
p.m.—3.30 p.m. In addition, fellows and members will hear 
an account of the activities of the College at the statutory 
annual meeting of fellows and members at 3.30 p.m. and will 
have the opportunity to discuss these and submit motions 
to the meeting. The day’s events will end with a monthly 
subscription dinner at 7.30 p.m., for which tickets may be 
purchased from the deputy secretary. 

I hope that as many as possible of your readers will 
join us in the College on December 11, and we can promise 
them a warm welcome and something of interest to every 
one of them. Next year the annual meeting will be held in 
Cardiff on September 27.-—I am, etc., 

J. PATERSON Ross, 


London, W.C.2. President, 
Royal College of Surgeons of England. 
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Obituary 


RONALD S. PATON, M.B., Ch.B. 


Dr. Ronald S. Paton, one of Perth’s best-known general 
practitioners, died on October 22 at the age of 58. 


The son of a general practitioner in the city, Ronald 
Stewart Paton was born at Perth on February 19, 1899, and 
was educated at Perth Academy, where he was dux of his 
year. At the age of 16, having gained a high place in the 
entrance bursary competition, he matriculated at St. Andrews 
University, where he took the M.A. in 1918 and the M.B., 
Ch.B., with distinction, in 1921. His first post was in the 
physiology department of the university under Professor 
P. T. Herring. Thereafter he held resident posts at Perth 
Royal Infirmary and the National Hospital, Queen Square, 
London. Following a voyage to the Far East as a ship 
surgeon, he returned to Perth, where he settled in practice 
with his father, Dr. E. L. Paton, who died in 1933. Dr. 
Ronald Paton was clinical pathologist to Perth Royal In- 
firmary for over thirty years, and honorary physician to the 
infirmary from 1933 to 1946. He was also medical officer 
to Perth Prison ; deputy medical superintendent, later super- 
intendent, of the Criminal Lunatic Department, Perth ; 
medical officer to the Perth Hunt ; and medical officer, Perth 
centre of the Blood Transfusion Service. From the start of 
his career he was keenly interested in local medical affairs. He 
served for many years on the council of the Perth Branch of 
the British Medical Association, of which he was president 
in 1936-7, and which he represented at the Annual Represen- 
tative Meeting for six years. A member of the local medical 
and panel committee for many years, he was an original 
member of the local medical committee and of the executive 
council, 


J. K. writes : “ Ronnie,” as Ronald Paton was universally 
known to friends and patients alike, was a cultured man of 
wide interests. He was extremely well read, in both classical 
and medical literature, and interested in the theatre, par- 
ticularly drama. His work was influenced by his training 
in physiology, and he was a keen exponent of physical fitness. 
In his early days he was a good tennis player, and through- 
out his life was an enthusiastic if somewhat unpredictable 
golfer. His attractive and colourful personality appealed 
to a wide range of patients, in whose service he was cheer- 
fully unsparing of himself. He was a very human man, of 
great understanding and with a great sense of humour. At 
meetings he could hold firmly to his opinions, not infre- 
quently as a “ champion of lost causes,” but withal he was 
kindly, generous, and of wise counsel. His death has left a 
gap in the ranks of the profession in the area which it will 
be hard to fill. He is survived by his widow, a daughter, 
and a son recently qualified in medicine and now on 
National Service. 


F. DOUGLAS TURNER, C.B.E., M.B. 


Dr. F. Douglas Turner, formerly medical superinten- 
dent of the Royal Eastern Counties Institution, Col- 
chester, died on November 1. He was 86 years of age. 


Born at Colchester on October 7, 1871, Frank Douglas 
Turner was educated at the Colchester Royal Grammar 
School and at the Moravian School at Neuwied, in Germany. 
He studied medicine at Guy's Hospital, qualifying M.R.C.S., 
L.R.C.P. in 1899, taking the London M.B. in the following 
year. After qualification he held a number of house ap- 
pointments at Guy's Hospital, and then, for a few years, 
was in general practice at Huddersfield. He returned to 
Colchester in 1905 to take up the appointment of medical 
officer at the Royal Eastern Counties Institution, which was 
then a private institution for mental defectives under the 
superintendentship of his father, John J. C. Turner, and 
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entirely dependent on voluntary contributions. On the death 
of his father,in 1914 he succeeded him as medical superin 
tendent. 


E. B. writes : Frank Douglas Turner devoted his whole 
energies to the care of the mentally defective of all grades 
and ages. Over a period of years he expanded the original 
institution and developed several branches and schools, in- 
creasing the number of beds from 200 to 1,800. His guiding 
principle was “the patient always first,” and nothing was 
allowed to override that golden rule. No effort was too 
great, and everything was directed to that one goal—the 
welfare of the patient. 

Turner was the first doctor in the British Isles to devise 
a programme of training defectives with a view to their 
full rehabilitation as useful members of the community. 
The institution was no longer to be a “stagnant pool,” a 
place where patients were “ put away”; instead it became 
a hive of industry and a training centre for the educationally 
subnormal and the high-grade defective. Turner instituted a 
system of licensing patients out to work under sheltered con- 
ditions, and as conduct improved and self-respect was gained 
licence was terminated and patients were re-established in 
the community, to lead active lives and do useful work. This 
was an innovation, and in spite of all gloomy forebodings 
the system worked and proved successful. Turner was 
indeed a pioneer, and thousands of patients all over the 
country have benefited from his progressive and humani- 
tarian outlook. “Licence” soon spread to other institu- 
tions ; visitors from overseas flocked to Colchester, and the 
Royal Eastern Counties Institution was acknowledged to be 
in the lead in this field of treatment of the subnormal 

An able and energetic administrator, Turner was a con- 
vincing and persuasive speaker and an active member of 
many medical committees. He was always well informed, 
patient, and courteous, and he spoke with authority. He 
took a leading part in the proceedings of the Royal Medico- 
Psychological Association for many years and was elected 
president in 1933. Appointed C.B.E. in 1942, he retired in 
1945 owing to ill-health, at the age of 74. His wife pre- 
deceased him, and he is survived by his brother, Major A. 
Turner, Frank Douglas Turner's kindliness endeared him to 
his patients and colleagues, and he will be remembered for 
his charming personality, humane disposition, wise counsel, 
and his selfless devotion to the mentally weak. He gave 
of his best at all times. 


F. R. CAWTHORN, O.B.E., M.B., B.S. 


Dr. F. R. Cawthorn died at Mooroopna, Victoria, 
Australia, on May 31 at the age of 48. 


Frank Raymond Cawthorn was born at Melbourne on 
July 7, 1908, and graduated M.B., B.S., from Melbourne 
University in 1931. He served for one year as resident 
medical officer at the Royal Melbourne Hospital, and then 
proceeded to England, where he joined the Indian Medical 
Service During preliminary training at the R.A.M.C. 
College at Millbank he won the prize in hygiene. He served 
in various military hospitals at Quetta and other places in 
India, and later was transferred to the civil branch of the 
Service and was civil surgeon and medical officer of health, 
Zhob, and agency surgeon and medical officer of health, 
Kurram Valley. He was trained as a specialist in radio- 
logy and had the distinction of being one of the few medical 
officers who attended the staff college at Quetta. On the 
outbreak of war in 1939 he was recalled to military service, 
and commanded the S2nd Combined Indian General Hos- 
pital of 1,000 beds in Burma and later became assistant 
director medical services of a division. His highly com- 
petent administration and cheerfulness, energy, and devotion 
to duty during a prolonged period of intense strain resulted 
in him being twice mentioned in dispatches, and he was 
appointed O.B.E. in 1945. Compulsorily retired from the 
I.M.S. on the partition of India, he returned to Australia 
and at first took up duty as a medical officer in the 
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Commonwealth Health Department. He then went into 
private practice at Singapore, but again returned to 
Australia, and went into private practice with a medical 
group at Ferntree Gully, Victoria. The strain of long-con- 
tinued service in tropical regions left a debt against his 
health, which later failed. An attack of coronary occlusion 
forced him to abandon the rigors of private practice in a 
mountain area, and he was appointed medical superintendent 
of the Mooroopna Base Hospital, where his energy, skilful 
administration, and cheerfulness as usual won him many 
friends. His sudden collapse and death during a hospital 
meeting terminated a versatile and colourful career. In 
former years he had been a prominent all-round athlete 
and had represented his university with success as a boxer. 
The deepest sympathy of all his former colleagues and 
friends is extended to his widow and two sons.—-F. S. 


RACHEL E. PORTER, M.B., B.Ch. 


Dr. Rachel Porter, who practised in Gillingham, Kent. 
died on August 30 at the age of 58. 


Rachel Elizabeth Porter was born at Castlederg, County 
Tyrone, on July 19, 1899. She was educated at Coleraine 
High School and obtained a scholarship to Trinity College, 
Dublin, which she entered in 1919. After graduating M.B.. 
B.Ch. in 1926, she held an assistantship in South Wales, and 
in 1930 joined her friend and fellow-student, Dr. Agnes L. 
Kelly, in partnership at Gillingham, where she continued 
in practice until her death. Rachel Porter was a general 
practitioner in the best tradition. Skilful and competent, she 
was a friend to her patients. A striking trait of her character 
was compassion. She could be outspoken, but she never 
hurt. Gifted with a keen sense of humour, she loved telling 
stories against herself. She never spared herself, and, in spite 
of illness, died in harness. Her patients, friends, and col- 
leagues will miss her.—I. W. 


R. A. STRUTHERS, M.D., M.R.C.O0.G. 


Dr. R. A. Struthers, senior registrar in obstetrics and 
gynaecology under the Oxford Regional Hospital Board, 
died in a car accident on October 13. He was 37 years 
of age. 

Ronald Anderson Struthers was born on July 6, 1920, the 
son of Dr. John A. Struthers, of Liverpool. During the 
second world war he served as a fighter pilot in the R.A.P. 
and then went up to Emmanuel College. Cambridge, to study 
medicine. He received his clinical training at St. Bartholo- 
mew’'s Hospital and graduated M.B.. B.Chir. in 1949. He 
took the M.R.C.O.G. in 1953 and proceeded to the M.D. 
two years later. After graduation he held the appointments 
of house-surgeon, gynaecological hotise-surgeon, and registrar 
to the obstetrics and gynaecology department at St. Bar- 
tholomew’s Hospital. Later he was appointed registrar in 
obstetrics and gynaecology under the Oxford Regional Hos- 
pital Board, working first at Oxford and then at Northamp- 
ton. More recently he had been senior registrar at Oxford. 
His wife, formerly Miss Jean Brewer, died in 1954. 


J.S. writes: The death of Ron Struthers in a motor 
accident on October 13 came as a tragic reminder to his 
many friends of the uncertainty of life. The first time I 
met Ron was when he successfully appeared before an 
appointment committee when applying from his teaching 
hospital, St. Bartholomew's, for a registrar postin the Oxford 
region. His modesty over his war record of combatant 
duties as a pilot in the R.A.F. was quickly appreciated by 
all members of the committee, and it was not surprising that 
with a good professional record and the unreserved support 
of his London teachers and chiefs he was appointed against 
strong Opposition. At first Ron found it a little difficult to 
acclimatize himself to the demands of his new work at 
Oxford and later at Northampton. Anxieties over the ill- 
ness of his wife, who died while he was at Northampton, 
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made things more difficult, but with characteristic courage 
he settled into his new work, and with the passing months 
became progressively happier. When he returned to Oxford 
after two years at Northampton to take the position of senior 
registrar his many fine qualities were immediately apparent. 
He was always in control of the situation, and his calmness 
and kindliness were infectious. Patients loved him, and his 
medical colleagues and the nursing staff found him a most 
delightful member of the team. His integrity was above 
reproach, and there was no place for the second best in any- 
thing he did. Those of us who knew him well miss him 
greatly. and will long remember with affection and apprecia- 
tion a fine gentleman and a doctor who was naturally 
endowed to render great service in the specialty he had 
chosen. 


M. A. MILNE, M.B., Ch.B. 


Dr. Mearns A. Milne, who was in practice for forty years 
at Montrose, Angus, died at Milltimber, Aberdeenshire. 
on October 23. He was 74 years of age. 


Mearns Alexander Milne was born on December 12, 1882. 
and attended Aberdeen University, where he graduated M.B., 
Cb.B. in 1906. He went to Montrose in 1907 and, apart 
from three years’ service in the first world war, was con- 
tinuously in practice there until he retired in 1946. As a 
captain in the R.A.M.C. he served in France and also in a 
hospital ship in the Mediterranean area, taking part in the 
Dardanelles campaign. After the war. having succeeded 
Dr. Robert Soutar, he was appointed an honorary physician 
to the Montrose Royal Infirmary, and other appointments 
which he held included those of police surgeon, parish 
medical officer, medical officer to the old isolation hospital 
and to Lossie reform school. He was for many years keenly 
interested in the St. John Ambulance Association. An all- 
round sportsman, in his younger days he excelled at cricket 
and in later years played bowls and golf, being a past cap- 
tain of the Montrose Royal Albert golf club. He also 
enjoyed fishing and shooting. 

H.W. B. writes: To me, as his successor in practice, 
Mearns Milne acted as teacher and adviser during my intro- 
duction. I found him most helpful and kind and very 
generous. He had a keen sense of humour—-the pawky 
humour of these parts. He was highly respected by his 
patients and in particular will be remembered by the fisher 
people of the village of Ferryden, where he was “club” 
doctor. Devoted to all aspects of his work, I found him 
most interested in the older people, to whom he gave great 
comfort and understanding. He was a keen musician and an 
excellent story-teller, his reminiscences of practice in years 
past being most entertaining. Our sympathy goes out to h’s 
widow, three daughters, and one son, the latter being a 
consultant chest surgeon in Bristol. 


EDMOND GRASSET, M.D. 


Professor Edmond Grasset, professor of bacteriology 
and preventive medicine in the University of Geneva and 
director of its Institute of Hygiene and Bacteriology, 
died in Geneva on October 30. He was 62 years of age. 


Edmond-Louis Grasset was born in Geneva on Septem- 
ber 29, 1895, and received his medical education at Geneva 
University, graduating M.D. in 1921. From 1922 to 1927 
he was a research fellow at the Pasteur Institute, Paris, and 
was then appointed organizer and head of the serum depart- 
ment of the South African Institute for Medical Research, 
Johannesburg. His services there were recognized by the 
award of the honorary degree of D.Sc. by the university. 
He was a member of the International Committee of the 
Red Cross and acted as its delegate in South Africa during 
the second world war. He returned to Geneva in 1946 to 
take up the posts which he held at the time of his death. 
Grasset was a member of the World Health Organization’s 


Expert Committee on Biological Standardization, latterly 
serving as its chairman. He presided over the fourth inter- 
national congress on poliomyelitis, which took place in 
Geneva last July. His many contributions to scientific 
literature consisted principally of papers on microbiology 
and serology. 


J. C. GLEN, L.R.C.P.&S.Ed. 


Dr. J. C. Glen, who was in practice at Gosport. 
Hampshire, for many years, died at Lee-on-Solent on 
October 26. 


John Craven Glen was born on December 18, 1873, and 
studied medicine at Glasgow, taking the Scottish triple quali- 
fication in 1895. He then worked for a number of years at 
South Bank, Middlesbrough, but ill-health led him to take 
a practice at Bournemouth until the first world war. After 
serving as a captain in the R.A.M.C. he settled at Gosport, 
retiring in 1935. He was a lifelong member of the St. John 
Ambulance Brigade and the British Red Cross Society, and 
was one of the founders of the Gosport War Memorial 
Hospital._-J. E. 


Sir ARTHUR DE SILVA, K.C.M.G., C.B.E. 


The obituary of Sir Arthur de Silva was printed in the 
Journal of October 5 (p. 830). 


Lieutenant-Colonel Ernest Soysa writes from Colombo: 
Ceylonese excel in the medical and egal professions. It 
was perhaps well for Ceylon that Arthur Marcellus de Silva 
missed by four marks the Government University Scholar- 
ship in 1898. Had that scholarship led him to Oxford or 
Cambridge he might have become, in accordance with pre- 
vailing custom, a judge or civil servant, but Ceylon would 
not have had the brilliant surgeon who was turned out 
in London. He was the first Ceylonese to become a Fel- 
low of the Royal College of Surgeons of England, being 
admitted to the Fellowship at his first attempt and at 
the age of 25. A keen student of the science of medicine. 
he became a masterly practitioner in the art of surgery. His 
abiding interest in medicine stemmed from an initial experi- 
ence as assistant to a general practitioner in the West End 
of London and later as junior physician at the General Hos- 
pital, Colombo. 

A well-travelled man, he garnered a rich harvest of know- 
ledge from the surgical clinics of Europe and America. His 
ability as an oto-rhino-laryngologist was recognized by 
foreign colleagues of world renown. His services were 
sought by patients from Africa to Australia, and Ceylonese 
who journeyed to foreign clinics for expert advice were asked 
why they had come so far when they had in their own 
country a specialist of the eminence of A. M. de Silva. He 
fashioned his operative technique to be in tune with the 
anaesthetic in surgery. Minimal incisions, bleeding, and 
handling of tissues, neatness, rapidity, and dexterity charac- 
terized his work. He rarely spoke in the theatre, and what 
little he said was never a rebuke or reprimand. His placidity 
and good temper never deserted him even when faced with 
aggravating provocation. Never did he expose a patient to 
danger for the sake of adding to his dramatic surgical 
triumphs, but he did not shrink from taking legitimate risks 
to safeguard life. 

A. M. de Silva might have made a significant contribution 
to surgical literature from his experience of half a century, 
but modesty discouraged him from writing of his own 
opinions or work. His contribution to the alleviation of 
suffering among the poor and needy was his life’s work, a 
contribution made, not only through his own labours in the 
General Hospital of Colombo, but also by training his pupils 
in the way he had trained himself. He had by wise counsel 
and practical guidance imparted his knowledge and tech- 
nique so admirably to his pupils that Ceylonese to-day are 
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im the forefront of the surgical world. His prowess tran- 
scended the confines of diagnostic brilliance, operative skill, 
and tutorial ability. It was distinguished by quiet confidence 
and breadth of vision. Scrupulous care for the lesser details 
ensured that the greater aggregates would be safe in his 
hands. His students learned from him not only surgery but 
also human kindness. As an examiner he was reputed to be 
strict, but he preferred to assess a candidate’s knowledge 
rather than probe the depths of his ignorance. He has passed 
on full of years and dignity, having mellowed the traditions 
of national service with his example of appropriateness in 
all things. Great men do not know they are great. Such 
a man was Sir Arthur Marcellus de Silva, surgeon, 
humanitarian, and gentleman. 


J. S. MAXWELL, M.B., F.R.C.S.Ed. 


The obituary of Mr. J. S. Maxwell was printed in the 
Journal of October 19 (p. 946). 


N.G.C.H. writes: Anyone who knew John Maxwell 
must have read of his death with the feeling that humanity 
had suddenly become the poorer. Personal loss of this sort, 
particularly the loss of a man young in years and spirit, 
makes objective judgment difficult, but here, surely, was a 
life exceptionally endowed and modestly lived. 

I do not think enough general recognition has been given 
to the contribution which Maxwell made to raising the 
standard of surgical care in India during the war, particularly 
in the building up, in 128 I.B.G.H. in Secunderabad, of a 
service covering 1,000 orthopaedic beds that was of the stan- 
dard of a teaching hospital at home. At any time this would 
have been something of a feat: in the face of shortages of 
equipment in an India still clinging to the niceties of a peace- 
time medical administration, it was little short of miraculous. 
Certainly he was fortunate in his commanding officer, and in 
the consultant surgeons to India Command and to Southern 
Army ; but the creation of a centre adequate for the needs 
of the worst of the Burma wounded was largely his doing, 
and few others could have achieved it. 

In his work he showed a combination of attitudes that 
one would like to think were peculiarly Scottish. Supremely 
competent, supremely self-effacing in his contacts with his 
patients, he would yet show neither tolerance nor regard for 
anything or anybody that stood in the way of their treatment. 
There can have been few more enlivening spectacles in war- 
time India than his preparing to deal with any administrative 
bumbledom, particularly that entrenched obstructionism of 
the higher ranks that is the despair of lesser folk. If his 
antagonists then found him scornful, or even arrogant, it was 
the arregance of one who knows, humbly, that he is speak- 
ing for the traditions of his profession and for the interests 
of the sick. 

There are two qualities, says Eric Linklater, that are 
becoming in a man—a fine scorn in youth, and a deep 
humility in age. John Maxwell had both these throughout 
his professional life, and it was they, tempered by his sense 
of fun, that illumined his work and his personality, and 
made him so inspiring a teacher and so generous a colleague. 
It is the greater pity, when he had so much to offer by 
example to the young surgeon, that his opportunities were so 
limited and his time so short. 


J. P. HUBAN, CS.L, O.B.E.. M.B., B.Ch. 


The obituary of Major-General J. P. Huban was printed 
in the Journal of October 5 (p. 830). 


Major-General S. L. Buatia, I.M.S. (retired), writes from 
Bangalore, India: I was grieved to hear of the sad demise 
of my friend Major-General J. P. Huban. I knew him well. 
During the course of service in the I.M.S. I succeeded him 
twice, once as additional deputy director-general in New 
Delhi in 1941, and subsequently as surgeon-general with the 
Government of Madras in 1947. He was a man of great 


integrity of character, an able officer, and always most 
friendly and courteous towards his colleagues. 1 had the 
highest respect and regard for him. All those who knew 
him will always cherish his memory with great affection. 


G. H. COLT, M.B., F.R.CS. 


The obituary of Mr. G. H. Colt was printed in the 
Journal of November 9 (p. 1118). 


F.C. writes : I should like to add a personal note of 
George Herbert Colt to your obituary, as | had known him 
for fifty years or more. He had an original and fertile 
brain and was frequently introducing work-saving methods 
and appliances both in his professional work and in his 
many hobbies. After holding a house-surgeonship at St. 
Bartholomew's Hospital he became a junior anaesthetist to 
the hospital, a specialty in which he excelled, owing, no 
doubt, to his mechanical ability apart from his wide know- 
ledge of medicine and surgery, and many, including myself, 
are grateful for the practical help he gave us. From anaes- 
thesia, like a few others lost to this specialty, he passed to 
surgery, and was appointed lecturer in clinical surgery to 
Aberdeen University. Some twenty-five years later he 
returned to London and practised at Harley Street, when I 
renewed his acquaintance. Colt was a good mechanic and 
always acquired a workroom near at hand; even while in 
Harley Street he rented a room in the city which he con- 
verted into a workroom and went there as opportunity 
offered. This workroom was destroyed by enemy action 
during the second world war ; but, not to be frustrated, he 
acquired a workroom at Gerrards Cross, at Hampstead, and 
later at Chilworth, Surrey, his places of residence. 

Colt had a lovable and sympathetic nature and was 
always doing kindnesses, usually without any monetary 
reward. He never considered his own health, which was 
not too good, for he had often been seriously ill, having 
contracted double pneumonia in 1918 during the influenza 
epidemic, and some three or four years ago he again con- 
tracted pneumonia while suffering from diabetes. He 
appeared to ignore the diabetes, apart from the daily insulin 
injections. The death of his second wife, formerly a Miss 
Constance White, saddened his life, and, I think, contributed 
to his own death a few months later, for anyone who had 
known this talented and beautiful character would fully 
appreciate his grief. Colt lived a very active life and would 
have been a bad invalid, as he could not tolerate inactivity. 
To die in his shoes, as he often expressed it, would have 
been his wish. On the day before his death he went to 
London as usual. I saw Colt on the Sunday before his 
death, when he walked up some four or five hundred feet 
to St. Martha’s Church on the South Downs near Newlands 
Corner to attend morning service and to visit his wife's 
grave. He was buried there some ten days later. 


J. B. DUNLOP, O.B.E., M.B., B.Chir. 


The obituary of Dr. J. B. Dunlop was printed in the 
Journal of November 9 (p. 1120). 


R. L. L. writes: Dr. J. B. Dunlop was one of the two most 
erudite medical men I have had the fortune to know. He 
was a classical scholar of his college, and to the end of his 
days maintained a keen interest in classical scholarship. It 
was not at all unusual for him to refer a patient to one’s 
out-patient session with a letter written wholly or in part 
in either Latin or Greek, and to the horror of new house- 
physicians he often asked for ward admission of some child 
suffering from “eclampsia.” But the new house-physician 
soon learned to admire the wide knowledge and up-to-date 
learning in medicine of Dr. Dunlop. I remember vividly a 
telephone message from him at 8 o'clock one morning a few 
years ago asking for information about phosphatase at a 
time when phosphatase was known only to a very few as an 
active enzyme. Our deepest sympathy goes to his sister, 
his devoted companion and housekeeper for so many years. 
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Recently published —wica information not yet in the text books) 


Most physicians are already familiar with Mecamylamine 
Hydrochloride (“Inversine’), the oral ganglion blocking agent 
for the treatment of hypertension. This concise booklet 
collates the now extensive experience of leading clinicians. It is 
therefore a practical guide to the management of patients 

no matter whether they are in hospital or at home. 


A complimentary copy will gladly be sent. 
Every doctor treating hypertension needs this information. 


TRADE MARK 


“INVERSINE’ 


Mecamylamine Hydrochloride 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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as the patient sees it... 


The ophthalmic forms of Acuromycin tetracycline are acceptat le in every 
sense —not only from the physician’s angle but from the patient’s 
viewpoint too. Simple and painless to use, they are virtually free from 
unwanted side effects. The patient will therefore co-operate to the full 

in following the course of treatment prescribed. 

In many cases of conjunctivitis and of ocular infection due to staphylococci, 
streptococci and other sensitive organisms, local measures with the 
Ophthalmic Ointment or Sterilized Powder are fully effective. In more 
severe conditions, however, simultaneous systemic treatment should be 


adopted with one of the oral forms of the drug. 


chromyc 


TETRACYCLINE *Regd. Trade Mare 
Ointment (Ophthalmic) 1%: 
to mg. per Gm. : }-o2. tubes in boxes of six 
Ophthalmic Powder Sterilized! 
att 2g mg. per vial : supplied with dropper vial 
1907 1957 LEDERLE LABORATORIES DIVISION 


Granamid OF GREAT BRITAIN LTD., London. WC2 
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Medico-Legal 


EDINBURGH WOMEN’S HOSPITALS 


The Secretary of State for Scotland should not permit the 
South-eastern Regional Hospital Board to appoint a male 
consulting physician to the Bruntsfield and Elsie Inglis Hos- 
pitals, Edinburgh, unless a suitably qualified woman practi- 
tioner is not available to fill the post. Lord Walker ex- 
pressed this judgment in the Scottish Court of Session on 
November 15. 

More than half a century age the Bruntsfield and Elsie 
Inglis Hospitals in Edinburgh were established with money 
raised by women to provide hospital facilities for women 
desiring the services of women consultants. These hospitals 
were vested in the Secretary of State under the National 
Health Service Act, and in July, 1956, the medical com- 
mittee of the board of management of the Edinburgh 
Southern Hospitals Group recommended that the medical 
consultant appointment which was about to become vacant 
should continue to be filled by a woman consultant. It also 
recommended that the appointment at the Deaconess and 
Longmore Hospitals, hitherto filled by a man, should be an 
open appointment, 

In November, however, the South-Eastern Regional Hos- 
pital Board decided to combine the appointment at both 
pairs of hospitals and to advertise it as open to men and 
women. In face of representations by the board of manage- 
ment of the Southern Hospitals Group the regional board 
stuck to its decision, whereupon the board of management 
appealed to the Secretary of State for Scotland. 

Intense feeling had been aroused by the regional board’s 
decision. The appeal was supported by numerous organiza- 
tions and by a petition signed by 28,000 people. It was 
pointed out, among other things, that if a man was ap- 
pointed to fill the combined vacancy any woman desirous of 
attention from women doctors only would be deprived of 
the services of a woman consultant physician, since there 
was no other available in the region. The Minister decided 
not to interfere,’ and this exhausted the steps available under 
the Act to those who, like the Southern Hospitals Board of 
Management, were convinced that the regional board's deci- 
sion was wrong and contrary to both lay and medical 
opinion in the region. Meanwhile Dr. Margaret Martin, in 
January, 1957, had retired from the position of senior con- 
sultant physician to the Bruntsfield and Elsie Inglis Hos- 
pitals. 

In June ten Edinburgh women brought an action against 
the regional board and the Minister and sought an interim 
interdict, which was agreed to, restraining the board from 
filling the appointment for four months, and the action was 
heard before Lord Walker in the Court of Session.’ 

The pursuers claimed that, as a matter of law, the board 
must so far as practicable secure that the staff of the two 
hospitals consists entirely of qualified medical women, that 
it was practicable for the existing vacancy to be filled by a 
woman, and that the Secretary of State was not entitled to 
allow the regional board to appoint a man. The case for 
the board was that the Minister delegated to it the task of 
administering the services in its area to the best of its 
ability ; that its duty was to appoint to the vacancy the per- 
son they considered most suitable ; and that its discretion in 
this was not open to challenge in the courts. A similar 
stand was taken by the Solicitor-General, who appeared for 
the Secretary of State. The Solicitor-General emphasized 
that the Secretary of State and the regional board had not 
decided that women were to be excluded. If a woman was 
the most suitable candidate she would get the appointment. 

In his judgment’ Lord Walker said the substantial dispute 
was whether or not Section 6 (4) of the National Health Ser- 


“1 Brit. med. J. Suppl., 1987, 1, 116. 
2 Scotsman, October 30, 1957. 
Ibid., November 16, 1957. 
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vice (Scotland) Act, 1947, imposed an enforceable legal duty 
on the Secretary of State. This section laid down that the 
Secretary of State “ shall so far as practicable secure that the 
objects for which any such property was used immediately 
before the appointed day are not prejudiced by the exercise 
of the power hereby conferred.” The regional board and 
the Secretary of State contended that “ practicable ” meant 
being consistent with the due performance of his general 
duties under the Act. Lord Walker thought that their 
approach involved the fallacy of overemphasizing the 
remoter context and ignoring the immediate context. It was 
not legitimate to put some strained meaning on the word 
which would withdraw the subject from judicial cognizance. 

The women who brought the case desired an opportunity 
of proving that there was an adequate supply of qualified 
women to fill the vacant post, and that if the post were 
advertised as open to women only it would be practicable 
for a suitable appointment to be made. He considered that 
it would not be possible for the court, without usurping the 
function of the statutory bodies concerned, to entertain the 
question of whether there was such a supply of qualified 
women for the post. He therefore refused proof of this, 

It had been pleaded that the Secretary of State was un- 
necessarily involved in the action because the performance 
of his duty was primarily the concern of the regional hospital 
board, with which he would not interfere, but Lord Walker 
held that the Minister was a necessary party to the action. 
He therefore made an order that it was the duty of the Secre- 
tary of State to secure that a male practitioner was not 
appointed to the post until after it had been advertised as 
being open to women practitioners only and it had appeared 
that no woman suitable for the appointment had applied. 
In the meantime he prohibited the board from appointing a 
male consultant to the hospitals. 


CRIMINAL APPEAL TO HOUSE OF LORDS 
[From Our MepIco-LEGAL CORRESPONDENT] 


Under Section 1 (6) of the Criminal Appeal Act, 1907, by 
which the Court of Criminal Appeal was constituted, if in any 
case the Director of Public Prosecutions or the prosecutor or 
defendant obtains the certificate of the Attorney-General that 
a decision of the Court of Criminal Appeal involves a point 
of law of exceptional public importance, and that it is desir- 
able in the public interest that a further appeal should be 
brought, he may appeal to the House of Lords. This pro- 
vision thus includes an exception to the general principle in 
criminal cases that the prosecution cannot appeal against 
an acquittal. It is an odd provision in view of the fact that 
it is quite likely that leading counsel for the prosecution 
before the Court of Criminal Appeal in a case involving 
questions of law of exceptional public importance will be the 
Attorney-General himself. 

The position is well illustrated by what has happened in 
the case of Regina v. Head.’ Mr. Head, a Workington bus 
driver, was convicted at Carlisle Assizes on May 25, 1957, 
of “having carnal knowledge” of a mental defective con- 
trary to s, 56 (1) (a) of the Mental Deficiency Act, 1913, 
and sentenced to four months’ imprisonment. Mr. Head ap- 
pealed to the Court of Criminal Appeal, and his case was 
that the woman with whom he had had intercourse had been 
detained as a defective under an invalid order. The Secre- 
tary of State, in committing her to an institution as a moral 
defective, had acted on two medical certificates, neither of 
which contained any evidence on which it could be said 
that she was mentally defective, strongly vicious, or had 
criminal propensities. 

At the hearing both the Attorney-General, who appeared 
for the Crown, and counsel for the Minister of Health and 
the Board of Control conceded that the order committing the 
woman as a moral defective was a nullity which would have 
been so declared if challenged by habeas corpus or certiorari. 
They argued, however, that it was not incumbent on the 


‘The Times, October 22, 1957. 
? Daily Mail, November 12, 1957. 
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prosecution to prove more in order to make out an offence 
against the section than that the woman had been de- 
tained in or was on licence from one of the institutions 
specified in the Act. There was then a presumption that 
she was a mental defective which was rebuttable. The 
Attorney-General said that he was not so much concerned 
to uphold the conviction as to establish that it was not 
necessary for the prosecution to prove in the first instance 
that the woman concerned was mentally defective. 

The Lord Chief Justice announced that the court, con- 
sisting of himself, Mr. Justice Donovan, and Mr. Justice 
Havers, were clearly of opinion that the conviction must be 
quashed, but that as the case was important they would take 
time to deliver a considered judgment in writing. This has 
not yet been delivered. and it has been announced’ that the 
Attorney-General had granted a certificate under s. | (6) of 
the 1907 Act to the Director of Public Prosecutions so that 
it is now open to the Crown to appeal to the House of 
Lords. Appeals by defendants to the House are rare—by 
the Crown rarer still. 

Meanwhile Mr. Head is on bail 


NUISANCE FROM HOSPITAL CHIMNEY 
[From our Mepico-LeGaL CORRESPONDENT] 


The Public Health Act of 1936 defines certain statutory 
nuisances, among them the emission of large quantities of 
black smoke. It also provides machinery by which, if the 
smoke comes from buildings other than private dwellings, 
proceedings can be taken before the local magistrates for an 
order compelling the owner to abate the nuisance. Such pro- 
ceedings are cheap and simple compared to common-law pro- 
ceedings in the High Court to achieve the same end. Section 
106 of the Act, however, provides that, where a smoke 
nuisance is caused on “ premises occupied for the public ser- 
vice of the Crown,” the local authority is to report the cir- 
cumstances to the appropriate Minister, who, if satisfied that 
such nuisance exists, is to cause steps to be taken to abate it. 
The machinery by way of complaint to the magistrates asking 
for an abatement order is thus excluded. 

Proceedings were brought by the town clerk of Notting- 
ham under the Public Health Act against the Nottingham 
Area No. 1 Hospital Management Committee, complaining 
that a serious nuisance existed by reason of a chimney at 
the General Hospital, Nottingham, which had been emitting 
black smoke for seven years. The magistrates found the 
complaint proved, and that the cause of the nuisance was 
failure to install suitable plant and sufficient plant, and 
failure to keep the steam load within the rated capacity of 
the boiler. 

The hospital management committee appealed against the 
magistrates’ decision by case stated to the Divisional Court 
of the Queen's Bench Division. Their ground was that the 
hospital premises were “ occupied for the public service of 
the Crown” within s. 106 of the Public Health Act, 1936, 
and that therefore, although the committee would have been 
liable if sued in a common-law action for nuisance in the 
High Court, the magistrates had no jurisdiction to entertain 
the complaint. 

In his judgment’ the Lord Chief Justice said that the hos- 
pital management committee were the occupiers of the 
premises, and occupied them for the purpose of carrying on 
duties which were imposed by statute on the Minister. It 
was proper to say that the provision of hospitals under the 
National Health Service Act, 1946, was for the public service 
of the Crown, and so the effect of s. 106 of the Public Health 
Act, 1936, was that the simple and speedy procedure which 
could be taken against private persons, and could for example 
have been taken against the hospital had it remained a volun- 
tary hospital, was excluded. Counsel for the management 
committee had told the court during the hearing that the 
nuisance had been cured and that the work had cost over 
£80,000 at a time when the committee could not spend more 
than £10,000 without the Minister’s consent. A third boiler 
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was still needed, and could not be delivered till early the 
following year. This was not the only case, and it had 
wide implications. The Lord Chief Justice hoped this did 
not mean that all the hospitals taken over by the Minister 
were belching out black smoke, which would be inconsistent 
with the duties laid down under the National Health Service 
Act. 


Medical Notes in Parliament 


Doctors’ Pay Prospects 

Mr. H. Hywnp (Accrington, Lab.) asked the Minister of 
Health on November 12 whether the doctors’ claims for 
higher remuneration would be vetoed under the Govern- 
ment’s wage-freeze policy. Mr. D. WALKER-SMITH said the 
remuneration of doctors in the National Health Service 
would be considered in the light of all the circumstances 
prevailing at the time when the report of the Royal Com- 
mission was received. 


Drugs for Private Patients 


Sir Wavett WaKEFIeLp (St. Marylebone, Con.) asked the 
Minister of Health on November 18, in view of the fact 
that people were told they could benefit in whole or in part 
from participation in the Health Service, when he was pro- 
posing to allow people who employed doctors privately to 
have their drugs on the same basis as those who employed 
doctors within the Health Service. Mr. WALKER-SMITH said 
that this proposal, which would involve legislation, raised 
difficulties, notably that it would increase the cost of the 
drug bill. Its implications were being explored with the 
British Medical Association, but he could not hold out hope 
of embarking at the present time on a course which must 
lead to increased expenditure. 


Unprofessional Conduct 


Mr. V. Couwins (Shoreditch and Finsbury, Lab.) asked the 
Minister if, in cases where doctors in the Health Service 
had been severely censured and fined, he would refer the 
cases to the General Medical Council so that it could 
consider whether the doctors had been guilty of infamous 
conduct in any professional sense. Mr. WaALKER-SMITH 
replied that it was already the practice to send to the 
General Medical Council particulars of all cases which, it. 
seemed, might come within its purview. Mr. COLLINS 
asked if that meant that when a doctor had been heavily 
censured his name would automatically be submitted to the 
G.M.C. Mr. Wacker-Soitu referred him to Rule 12 of 
the Medical Disciplinary Committee Procedure Rules, which 
would show the procedure for referring such matters to the 
Council. 


Sewage Outfall Infection 


Dr. REGINALD BENNETT (Gosport and Fareham, Con.) 
asked the Minister what advice his department gave to the 
Gosport Borough Council about the safety, or otherwise, 
of bathing close to sewer outfalls; and why his depart- 
ment recommended the removal of notices stating that such 
bathing might be dangerous. Mr. WaLker-SmitTH told him 
that it was for the medical officer of health to advise his 
authority on such matters. The question of removing the 
notices was entirely one for the local authority in the light 
of such advice. Dr. Bennett asked him to advise authori- 
ties not to be too sanguine about the hitherto undiscovered 
connexion between bathing in dirty water and poliomyelitis. 
Mr. WaLKeR-SmiTH said there was no definite evidence of 
transmission from this source. He added in answer to Mrs. 
H. SLATER (Stoke-on-Trent, North, Lab.) that it was a ques- 
tion of what safeguards were sensible and practical. In- 
vestigations were going on, but they did not show any sig- 
nificant risk attaching to sea-bathing. It was obviously wise 
to avoid bathing near sewer outfalls. 
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Doctors’ Pay—Further Prospects 

Mr. A. BLENKINSOP (Newcastle upon Tyne, East, Lab.) 
asked the Prime Minister on November 19 whether he had 
directed the attention of the Royal Commission on Doctors’ 
and Dentists’ Remuneration to the Government’s statement 
that increases of remuneration should be related to increases 
in productivity. Mr. MACMILLAN said no, the terms of refer- 
ence were as he had announced them. He had no doubt that 
the Royal Commission had regard to the general movements 
of affairs, like any other people. Mr. H. Gairsket (Leeds, 
South, Lab.) asked whether the Government was liable to 
impose a veto on any recommendation for changes in 
salary scales among doctors and dentists. Mr. MACMILLAN 
said no, only the Right Hon. Gentleman would make so 
foolish a supposition. Mr. GarrsKELL replied that the 
Prime Minister was as usual rude and arrogant. Neither his 
answer nor his manner disposed of the issue here. Mr. 
MACMILLAN repeated the terms of reference, and added : 
“It would be foolish not to recognize the fact that the 
Royal Commission, I have no doubt, like any other body 
of men, are cognizant of the general economic conditions 
of the country.” 


Effects of Corporal Punishment 


Mr. SOMERVILLE HASTINGS (Barking, Lab.) on November 
14 asked the Secretary of State for the Colonies whether, 
in view of the known danger of even light corporal punish- 
ment to those suffering from enlargement of the spleen, he 
would make compulsory in malarious districts medical 
examination of all prisoners or detainees before the ad- 
ministration of corporal punishment. Mr. J. Prorumo, the 
Under Secretary, said that so far as prisoners or detainees 
were concerned none might receive corporal punishment for 
offences against discipline in any territory, whether malari- 
ous or otherwise, unless a medical examination had been 
made and the prisoner“or detainee pronounced fit to receive 
this kind of punishment. If Mr. Hastings had any particu- 
lar case in mind he would gladly make inquiries. 


Migrant Doctors and Dentists.—The President of the Board ot 
Trade is arranging for doctors and dentists to be recorded separ- 
ately from next January in the statistics of those entering and 
leaving the United Kingdom by sea. 

Shortage of Radiographers.—At December 31, 1956, there was 
an estimated deficiency of 523 whole-time radiographers in 
England and Wales—i.e., 14.8% of esiablishment. The corre- 
sponding figure at June 30, 1957, was 563—i.e., 15.7% of estab- 
lishment. The actual number employed fell by only three during 
this period. Comparable figures for 1955 are not available. 

Registration of Opticians.—Legislation for the registration of 
opticians will be introduced as soon as Parliamentary time 
permits. 


Universities and Colleges 


MEDICAL NOTES IN PARLIAMENT 
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The following candidates have been approved at the examina- 
tions indicated : 

Acapemic PostorapuaTe IN CLINICAL 
Alldis, M. E. Babiker, Monica B. Bishop, P. D. Byers, J. Cornes, 
K. G. Gadd, D. J. Hansman, C. Isaacson, A. S. Khan, P. R. L.-C. 
Lam-Po-Tang, D. ©. Mallik. D. P. Manandhar, A. D. Moore, V. Rajapillai, 
H. Rifkin, S. J. Rifkin, C. P. Schwinn, D. A. Sugerman. 

ExrernaL Diptoma tn CLINICAL ParHoLogy.—B. Boczarow, F. M. 
Chaudhary, C. O. Le C. Hughes, K. P. Khan. 


On September 27 the degree of M.D. was awarded by the Senate 
to: 
E. H. Cooper, G. E. Fiatman, R. A. Parker, A. B. Tompkins. 
The degree of Ph.D. in the Faculty of Medicine was awarded 
to N. C. Hughes Jones, B.M., B.Ch., on September 27. 


UNIVERSITY OF BIRMINGHAM 


The following have been promoted to senior lectureships from 
Octeber 1, 1957: Dr. Kathleen Hall (Histology, in the Depart- 
ment of Physiology); Dr. J. Hardwicke (Experimental Patho- 
logy); Dr. R. Lannigan (Pathology); and Dr. P. B. Bradley 
(Electrophysiology, in the Department of Experimental 
Psychiatry). 

The title of University Research Fellow has been given to the 
following during the tenure of their present awards or appoint- 
ments in the University: Department of Medicine: Dr. J. Butler 
(Senior Registrar); Dr. P. S. Brown (working in the Department 
of Clinical Endocrinology); Dr. T. J, Reeves (Associate Professor 
of Medicine in the University of Alabama). Department of 
Social Medicine, Dr. E. G. Knox (Medical Research Council 
Research Fellow). 

The following appointments are announced: Lecturer in Medi- 
cine, Dr. P. C. Harris; Lecturer in Physiology, Dr. K. Brown- 
Grant; Lecturer in Medical Biochemistry and Pharmacology, Dr. 
B. Shaw (formerly Research Fellow); Temporary Lecturer in 
Physiology, Dr. J. D. Cumming; Research Fellow in Social 
Medicine, Dr. 1. M. Leck; Research Fellow in Paediatrics and 
Child Health, Dr. A. Nestadt. 

Dr. R. G. Brown (Lecturer in Social Medicine) and Dr. Mary 
M. Weeks (Research Fellow in Paediatrics and Child Health) 
have resigned their appointments. 


UNIVERSITY OF LEEDS 


The following candidates have been approved at the examinations 
indicated : 

M.D.—Doreen Moorhouse. 

M.B., Cu.B.—K. A. IL. Cassimally, S. E. Cornford, B. W. Fowles, D. H. 
Fox, Bery! Heap, Cita V. Kershaw, Ann V. Kirkbride, C. W. Landon, 
M. McGregor. M. G. Mayne, Elaine Merrington, M. D. Morris, S. A. 
Rance, P. J. Robinson, D. C. Robson, H. D. Rogers, C. Skipper, A. W. 
Thorpe, M. P. Wales. 1. H. White. 

D.P.M.—M. W. Atkinson 

D.P.H.—Kathleen Haigh. 


UNIVERSITY OF SHEFFIELD 


Dr. C. N. Eccles has been appointed full-time Demonstrator in 
Anatomy. 

Dr. C. J. Edmonds has been appointed to the Boots Research 
Fellowship for work in the Department of Pharmacology and 
Therapeutics. 

Dr. F. R. Johnson has resigned his appointment as Lecturer in 
Anatomy. 


Vital Statistics 


UNIVERSITY OF OXFORD 


Dr. P. J. R. Phizackerley has been elected to a Weir Junior Re- 
search Fellowship in Biochemistry at University College. 

In Congregation on October 17 the degree of B.M. was con- 
ferred on A. J. Macl. Smith. 

The Horatio Symonds Studentship in Surgery held by Michael 
Peter Wright, B.M. (Magdalen College), has been extended for a 
second year from July 1, 1957. 

A second Goodger Scholarship has been awarded by the Board 
of the Faculty of Medicine to Gillian Barbara Fowler (St. Anne's 
College). 

sal Pomfret Kilner, D.M., F.R.C.S., Nuffield Professor of 
Plastic Surgery in the University from 1944-57, has been 
elected to an Emeritus Fellowship of St. John’s College. 


UNIVERSITY OF LONDON 


The following candidates at the London School of Hygiene and 
Tropical Medicine have been approved at the examination indi- 
cated : 


ACADEMIC Postorapuate tN Pustic Heactu.—F. L. da Costa, 
M. M. Hasan, N. V. Karve, W. S. Kulesza, J. E. B. McPhail, M. A. Malik, 
P. Siribodhi, Ah Yen Wong Shiu Leung. 


Influenza 


The following table shows the age distribution of deaths 
from influenza in the 160 great towns of England and Wales. 


Week Ending O@ | 25- 45— 654 
Sept. 14 1 9 3 a 14 16 
Ay es 2 18 17 39 37 

in an 3 25 22 47 102 83 
Oct. § 2 36 57 159 160 
oo 4 36 32 58 213 248 
an 5 22 22 84 189 308 

<< ae 4 il 17 32 114 218 
Nov. 2 4 7 $ 19 68 160 
co 2 0 1 6 4s 92 
Total: Deaths .. 27 164 138 294 946 1,322 
% an i 6 5 10 33 46 


The numbers of deaths from influenza and pneumonia 
In the week 


have continued to fall throughout the country. 
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ending November 9, deaths from influenza reported from the 
great towns were as follows, with the figures for the previ- 
ous week in parentheses: England and Wales 149 (263), 
Scotland 13 (20), Northern Ireland 5 (8), and Eire 10 (17) 
London was the 

| only great town 

> with more than 10 

deaths from in- 

fluenza ; the num- 
ber was 24. In 
Edinburgh there 

. were 2, Glasgow 4, 
Belfast 5, and 
Dublin 6; Bir- 
mingham had 8, 
a and Liverpool 6. 
/ The total of 
weekly National 
Insurance claims 
in England, Wales, 
and Scotland again 
fell, from about 
299,000 to about 
222,000, in the 
week ending 
November 5. The 
157,000 in the corre- 
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latter figure compares with about 
sponding week last year. 

The accompanying graph shows numbers of deaths in the 
160 great towns in England and Wales from early Septem- 
ber to the latest date for which figures are available. 

The maps below show the numbers of deaths from m- 
fluenza plus pneumonia as a percentage of the total deaths. 
These are deaths reported from the great towns for the latest 
two weeks for which figures are available 


Week Ending November 9 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 444, 
whooping-cough 431, diphtheria 4, measles 1,676, acute 
pneumonia 742, acute poliomyelitis 61, dysentery 216, para- 
typhoid fever 5, typhoid fever 8. 
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causes in week ending November 2 


from all 


VITAL STATISTICS 


British 
Mepicat JOURNAL 


Infectious Diseases 


A small increase in the incidence of most infectious 
diseases was reported in England and Wales during the week 
ending November 2. The rises in the number of notifications 
included 322 for measles, from 1,414 to 1,736, 85 for 
dysentery. from 197 to 282, 66 for food-poisoning, from 108 
to 174, 52 for whooping-cough, from 349 to 401, and 45 for 
scarlet fever, from 399 to 444 ; the only fall of any size was 
454 for acute pneumonia, from 1,897 to 1,443. 

The largest increases in the incidence of measles were 64 
in Kent, from 68 to 132 (Sittingbourne and Milton U.D. 58), 
59 in Glamorganshire, from 118 to 177 (Port Talbot M.B. 
115), and 40 in Cheshire, from 25 to 65 (Nantwich U.D. 45). 
Only small fluctuations were recorded in the local trends 
of scarlet fever and whooping-cough. 5 cases of diphtheria 
were notified, being 2 more than in the preceding week ; 2 of 
these cases were notified in Staffordshire, Tipton M.B. A fall 
in the number of notifications of acute pneumonia occurred 
throughout the country ; the chief exceptions were rises of 
39 in Surrey, from 67 to 106 (Epsom and Ewell M.B. 25), 
and 39 in Bedfordshire, from 17 to 56 (Luton M.B. 43). 
Other areas with a large number of notifications of acute 
pneumonia were 42 in Gloucestershire, Bristol C.B., 31 in 
Staffordshire, Stoke on Trent C.B., 26 in London, Woolwich, 
and 25 in Monmouthshire, Abercarn U.D. 

The notifications of acute poliomyelitis numbered 60, being 
3 fewer for paralytic and 3 fewer for non-paralytic cases 
than in the preceding week. The largest returns were York- 
shire West Riding 5 (Doncaster C.B. 2) and Norfolk 4. 

The largest centres of dysentery were Yorkshire West 
Riding 83 (Leeds C.B. 30, Bradford C.B. 19, Huddersfield 
C.B. 13), Lancashire 53 (Liverpool C.B. 24, Huyton with 
Roby U.D. 11), London 32, and Leicestershire 18 (Leicester 
C.B. 18). 

The largest rise in the number of notifications of food 
poisoning was 44 in Cheshire, from™4 to 48, due to an out- 
break of 46 cases in Hazel Grove and Bramhall U.D. 


Graphs of Infectious Diseases 
The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
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MICTINE 


Effective, | 


Non- Mercurial 
Oral Diuretic 


STRUCTURE 

“Mictine,” brand of aminometradine, is 1-allyl-3- 
ethyl-6-aminotetrahydropyrimidinedione. It 
avoids the undesirable side-effects associated with 
mercurial, xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 

““Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. In 
therapeutic dosage it has not caused any effect on 
glomerular filtration rate, renal plasma flow, 
cardiac output, heart rate or blood pressure, nor 
any alteration in the blood or blood-forming 
tissues or in renal or hepatic function. In a 
group of unselected patients 70 per cent. may be 


expected to respond to “ Mictine ”. 


TOLERANCE 

** Mictine ” is not toxic at therapeutic dosages. On 
the other hand, side-effects do occur such as head- 
ache and gastro-intestinal symptoms. These are 
reduced to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 

“* Mictine” is indicated in the maintenance of an 
oedema-free state in any patient requiring diuretic 
therapy and the effecting of initial diuresis in all 
patients but those with severe congestive failure. 
For these purposes the dosage is one to four tablets 
daily in divided doses during meals on alternate 
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days or on three successive days followed by 
four days without therapy. “ Mictine” is not 
intended to produce initial diuresis in more severe 
congestive failure ; however, “ Mictine” may be 
given when other diuretics are contra-indicated, 
or if tolerance to them has developed. 


Available in bottles of 25, 100 and 500 tablets 
each containing 200 mg. aminometradine. 


Full literature is available to the medical profes- 
sion on request. G. D. Searle & Co. Ltd., High 
Wycombe, Bucks. Tel. High Wycombe 1770. 
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FOR EFFECTIVE COUGH SUPPRESSION 


- — have a specific depressant action on 


cough reflex. 
— stimulate the respiratory centre. 
— have mild bronchodilator activity — aid expectoration 


—are non-narcotic, non-analgesic and not habit 


forming. 


—do not cause constipation. 


Coscopin Lozenges are indicated for the symptomatic relief of 
unproductive cough and productive cough that interferes with sieep. 


COSCOPIN LOZENGES each contain 25 mg. of noscapine (formerly 
known as narcotine) and are available in prescription packs of 20. 
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the years 1948-56 are shown thus - - - - - . the figures for 
1957 thus “Except for the curves showing noti. !NFECTIOUS DISEASES AND VITAL STATISTICS 
fications in 1957, the graphs were prepared at the Depart- Summary for British Isles for week ending November 2 4 
ment of Medical Statistics and Epidemiology, London School (No. 44) and corresponding week 1956. 
of Hygiene and Tropical Medicine. Figures of cases are for the countries shown and London administrative q 
P . unty Figures of deaths and births are for the 160 ereat towns in q 
| and Wales (London included), London adininistrative county, the 
PNEUMONIA 17 principal towns in Scotland, the 10 principal towns in Northern Ircland. 
j ~ and the 14 principal towns in Eire 
w ; . A blank space denotes disease not notifiable or no return available 
~ ae The table is based on information supplied by the Registrars-General of 
= : } England and Wales, Scotland, N. Ircland and Eire, the Ministry of Health 
eC g ‘ 1957 and Loca! Government of N. Ireland, and the Department of Health of Eire q 
H 
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Poliomyelitis Vaccination.—In « circular to local authori- 
ties, dated November 19, the Ministry of Health gives details 
of the following extensions to the Government's poliomyelitis 
vaccination programme: (1) the offer of vaccination before 
next summer to all children under the age of 15 and to expec 
tant mothers ; (2) when increased supplies become available 
as a result of the import of Salk vaccine, the offer of vaccti- 
nation to general practitioners, local authority ambulance 
men, and the families (i.c., households) of both these groups. 
and also to the families of the specially exposed hospital staff 
who are already being protected. Pregnant women should 
be vaccinated as early in pregnancy as possible, as the severity 
of poliomyelitis is enhanced in pregnancy. If the parents of 
children eligible for vaccination, or pregnant women, decline 
to have Salk vaccine, they are to be given opportunity later to 
be vaccinated with British vaccine, The first distribution of 
Salk vaccine, after its testing in Britain, is expected to be 
made towards the end of next month or early in January. 
By the end of this year, or soon after, states the Ministry. 
enough vaccine will have been distributed to local health 
authorities for the vaccination of all children born between 
1947 and 1954 inclusive and in 1955 or 1956 whose names 
were registered when the offer was first made to these groups 
The offer of vaccination to further children born in these 
years is to remain open. Authorities are now also asked to 
make “a continuing offer of vaccination ™ to children born 
in 1943-6 inclusive, to children born in 1957 who have 
reached the age of 6 months, and to expectant mothers. A 
letter about these arrangements has also been sent to 
executive councils. 


College of General Practitioners.—The College's annual 
dinner was held on November 15 in the Hall of the Society 
of Apothecaries, with Dr. IAN Grant in the chair. In wel- 
coming the guests by categories rather than by names, Dr. 
GtyN HuGues said that their young College was growing 
fast and had had friendship and a helping hand from many. 
After identifying most of the professional institutions in 
this country, Dr. Hughes said there were two names he 
must mention : one was that of Dr. G. E. Godber, of the 
Ministry of Health, and the other Professor Robert Platt, 
president of the Royal College of Physicians. In response. 
Professor PLATT said that medicine in hospital and medicine 
in general practice had now diverged. “ You,” he said, 
“are developing your own techniques, which are indepen- 
dent of what we do in hospitals. We are no longer properly 
preparing students for general practice, any more than we are 
preparing them for any other branch.” One of the subjects 
which should be treated separately was general practice. 
Who should teach? There had, Professor Platt said, to 
grow up a standard of general practice and an élite of 
general practice. The College of General Practitioners was 
the most important factor in all this, It was a mistake to 
make the National Health Service the scapegoat of all that 
went wrong to-day Also in reply, Dr. Gopper sang the 
praises of the College, observing that the general practitioner 
was the only person who could act as a referee for the 
patient. The general practitioner had a part to play in 
research and in the study of the natural history of disease 
In reply, the president of the College, Dr. IAN Grant, said 
that they had as yet no test to distinguish them as members 
of the College. Their desire was that general practice should 
be rehabilitated in this country, and the foundation of the 
College was an act of faith in this respect. They had made 
much greater progress than had been hoped for, and in time 
they expected to have premises near the Royal College of 
Surgeons in Lincoln's Inn Fields. The last speaker was 
Dr. Joun Hunt, whom Dr. Grant had described as “ the 
irreplaceable secretary.” 


_ Anglo-French Exchange Bursaries.—Applications are now 
invited for next year’s bursaries for young British doctors 
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under the exchange scheme arranged by the French Embassy 
in London between the Institut National d’Hygiéne, Paris. 
and the Ciba Foundation, London. The value of the French 
grants is 60,000 francs a month (tax free). The grants will 
be awarded for periods of two to four months to medical 
men who wish to obtain clinical experience or carry out 
research in France. Preference will normally be given to 
candidates who hold teaching posts or are in positions where 
they can pass on the experience they have acquired. Appli- 
cation forms may be obtained from the director of the Ciba 
Foundation, 41, Portland Place, London, W.1. The closing 
date for applications is February 2, 1958. 


Royal College of Physicians of Edinburgh.—At a quarterly 
meeting of College on November 5 the following were 
elected fellows : 

J. A. Hislop, W. Goldie, R. F. Thomas, Rabindra Nath 
Chaudhuri, H. E. Taylor, R. J. Twort, J. W. Ferguson, 
J. L. Markson, H. V. L. Finlay, T. McLaren Galloway. 
A. R. Currie, C. Harris, J. B. Lowe, J. F. Galpine. 
F. L. Ritchie, I, C. Gilliland, P. W. Hannay, J. W. Farquhar, 
N. R. Grist, A. S. Douglas, M. F. Oliver, J. D. Robertson, M. A 
Khan, D. G. C. Whyte, J. H. Bowie, A. G. Macgregor, E. B 
French, J. A. Strong, G. J. Summers, J. M. Johnston, F. 3. 
Wright, G. L. Montgomery, A. Kennedy, J. H. F. Brotherstona, 
K. Cowan, J. Marshall, J. A. W. McCluskie, E. G. Oastler, and 
I. Gordon 

The following were elected members : 

Sir Samuel Manuwa, J. H. Hutchison, L. G. Topham, R. G 
Paley, R. G. MacFarlane, N. Kumar Sen, E. B. Naug, S. P. D 
Gupia, D. N. Gupta, G. C. Anbu-Nathan, A. D, Macdonald. 
H. A. K. Rowland, D. N. Bose, J. F. Boyd, W. D. Elliott 
R. H. Scott, J. N. Singh, H. A. Aponso, L. K. Manning, Ratansir!) 
Mehta, M. M. Khin, I. G. Johnston, C. G. B. Downie. 
A. de S. Lawrence, G. Howitt, M. S. E. Ibrahim, I. Reef. 
J. D. Frankish, B. J. Lemass, S. Gupta, S. M. Haque, 
T. H. Beare, P. J. Lipsitz, N. G. Sanerkin, H. Boon 
Wong, E. A. Cameron, W. J. H. Leckie, E. M. Ashenhurst, M 
Traub, R. E. Cronje, J. P. Eckert, M. R. P. Hall, M. J. A 
McDonald, D. H. Garrett, E. L. Fischer, G. L. Money, G. k. 
Warrier, J. Ferguson, S. K. Gupta, J. G. Sloman, R. W. B 
Penman, V. Marks, and A. E. Hugh. 


Buckston Browne Prize Essay.—The council of the Har- 
veian Society of London announces as the subject for next 
year’s essay “ The Clinical Significance of Tiredness.” The 
prize, which consists of a medal and £100, is open to “any 
member of the medical profession registered in the British 
Isles or Dominions ” under the age of 45. Essays must be 
submitted by October 31, 1958. Further information may 
be obtained from the Society's hon. secretaries, 11, Chandos 
Street, London, W.1. 


Cambridge University. — The Vice-Chancellor, Lord 
Aprian, O.M., has announced acceptance of a grant from 
the Ford Foundation of $54,600 in aid of developments in 
psychopathology ; and also (subject to certain life interests) 
a bequest of about half his estate from the late Lieutenant- 
Colonel W. L. Harnett, formerly a surgeon in the Indian 
Medical Service. After his retirement from the LMS.. 
Colonel Harnett was for many years medical secretary of 
the clinical cancer research committee of the British Empire 
Cancer Campaign. His bequest is “ for increasing medical 
knowledge and aiding every form of medical research.” 


Doctor Added to A.E.A. Health Committee.—The Prime 
Minister has appointed Professor B. W. WINDEYER, director 
of the radiotherapy departments at the Middlesex Hospi- 
tal and Mount Vernon Hospital, to the committee he set up 
after the Windscale accident to review the Atomic Energy 
Authority's health and safety arrangements (Journal, Novem- 
ber 16, p. 1171). Sir ALEXANDER FLECK, F.R.S., the com- 
mittee’s chairman, is stated to have suggested the addition 
of a medical man to this committee. 


Russian Visitors,—Three Russian experts arrived in Britain 
this week to study our radiological departments. They come 
from the Giprozdrav Institute, Moscow—the State Institute 
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for the planning of public health establishments. The 
visitors are Mme. M. P. PEeRePELITSINA, director of the 
Institute ; Mr. S. G. KONevskry, an architect : and Mme. 
Z. F. LAPATNIKOVA, a radiologist. The British Council has 
arranged for them to visit radiology departments in London, 
Cambridge, Manchester, and Scotland. Their visit ends on 
December 3. 


Commonwealth Fund, New York.—During the year ended 
June 30, 1957, the Commonwealth Fund disbursed grants 
totalling $3.8 million, of which 90% went towards studies in 
medical education, medical research, community health pro- 
jects, and medical fellowships. The great majority of the 
funds went to universities and workers in the United 
States, but the medical faculties at McGill University and 
the University of British Columbia both received grants 
($12,285 and $9,500, respectively) to assist them in analysing 
their medical curricula. Travelling fellowships to the 
United States were awarded to Mr. J. STEVENS, orthopaedic 
registrar at the Western Infirmary, Glasgow, and to Dr. J. C. 
LANE, director of aviation medicine in the Australian Depart- 
ment of Civil Aviation. The Fund’s offices are at Harkness 
House, 1. East Seventy-fifth Street, New York, and there 
are British, Australian, and New Zealand committees of 
award or nomination. 


Drummond Fellowship.—The Trustees will consider in 
March applications for a Drummond senior fellowship for 
research in nutrition. The value of the fellowship will be 
£1,100 per annum, to which may be added a grant for 
expenses of research not exceeding £50 per annum ; in addi- 
tion up to 10% of the stipend may be paid towards super- 
annuation. The fellowship will normally be tenable for two 
years. Full particulars can be obtained from the hon. secre- 
tary, Drummond Trust, University College London, Gower 
Street, London, W.C.1, with whom application forms must 
be lodged not later than January 31, 1958. 


Christmas Seals.—N.A.P.T., the British Diabetic Associa- 
tion, and the National Spastics Society have prepared 
Christmas seals this year. The National Association for the 
Prevention of Tuberculosis offers seals in sheets of 100 
different designs, price 4s. per 100. These are obtainable 
from Tavistock House North, London, W.C.1. The British 
Diabetic Association has Christmas seals in sheets of 48 
penny seals (12 different designs). These are obtainable 
from 152, Harley Street, London, W.1. The National 
Spastics Society offers booklets of 120 seals in 12 designs, 
price Id. a seal, obtainable from 28, Fitzroy Square, 
London, W.1. 


Royal Society of Edinburgh.—Professor J. N. Davipson, 
Gardiner professor of physiological chemistry at Glasgow, 
and Professor D. WairreripGe, F.R.S., professor of physio- 
logy at Edinburgh, were among the six vice-presidents 
elected at the annual meeting of the Royal Society of 
Edinburgh last month. 


Royal Faculty, Glasgow.—At the annual meeting of the 
Royal Faculty of Physicians and Surgeons of Glasgow on 
November 4 the president (Professor STANLEY ALSTEAD), 
visitor (Mr. ARTHUR Jacoss), hon. treasurer (Dr. J. A. W. 
McC .uskte), and hon. librarian (Dr. A. L. GOoDALL) were 
re-elected. Dr. Gavin B. SHAaw was elected hon. secretary 
in place of Dr. A. H. Imrie. 


Hon. F.R.C.S. for Sir Simon Marks. —The council of the 
Royal College of Surgeons, at its meeting on November 14, 
elected Sir Simon Marks an honorary fellow of the College. 
Sir Simon Marks recently made it possible by his generosity 
for the College to resume its building programme (see 
Journal, November 9, p. 1126). 


M.R.C.P.1.—The following were admitted members of the 
Royal College of Physicians of Ireland on November 1: 
M. W. Browne, M. W. P. Cerney, P. J. Meehan, and I. C. 
Roddie. 
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Birmingham University.—Dr. A. P. D. THomson, senior 
lecturer in anatomy, has been appointed to the newly 
established office of senior tutor and assistant dean of the 
medical faculty. 


Professor C. F. W. Illingworth, Regius professor of surgery * 


at Glasgow, will visit Brisbane next September as Edwin 
Tooth guest professor of surgery. He will be abroad for 
about two months. 


COMING EVENTS 


“ How to Pass Examinations.”—The B.M.A. Metropolitan 
Counties Branch invites senior medical students to a Brains 
Trust on “How to Pass Examinations” on November 28 
at B.M.A. House at 5 p.m. (tea 4 p.m.). The meeting is 
also open to medical practitioners. The question master 
will be Mr. A. LAWRENCE ABEL, and his panel will consist of 
Mr. DONALD FRASER (obstetrics and gynaecology), Dr. J. B. 
HARMAN (medicine), Dr. LANGTON HEWeER (anaesthesia), and 
Mr. C. E. SHarrock (surgery). 


Cardiac Problems for General Physicians.—Symposium 
arranged by the National Association for the Prevention of 
Tuberculosis, December 6, 3.30-6.30 p.m., at B.M.A. House. 
Admission by ticket (price 10s.) from N.A.P.T., Tavistock 
House North, Tavistock Square, London, W.C.1. 


“School Health and Health Education.”—Seminar for 
medical officers of health, February 25-28, 1958, at the 
Ivanhoe Hotel, London, W.C.1. Details from Central 
Council for Health Education, Tavistock House North, 
Tavistock Square, London, W.C.1. 


University College, London.—Reunion for former under- 
graduates and postgraduates who entered the College during 
1934-8, February 28, 1958. Details from the assistant secre- 
tary, University College, Gower Street, London, W.C.1. 


Transatlantic Discussion at R.S.M.—The Section of Sur- 
gery of the R.S.M. is staging a Transatlantic television dis- 
cussion on December 4 at 8 p.m. The subject is “ Advances 
in the Chemotherapy of Cancer.” The American panel, 
which comprises Dr. L. M. Tocantins (moderator), Dr. J. 
BURCHENAL, Dr. R. P. Custer, Dr. S. Farper, Dr. E. Fret, 
and Dr. H. Skiprer, will be sitting in Philadelphia. 


NEW ISSUES 
SPECIALIST JOURNALS AND ABSTRACTS 


All the journals listed below are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, 
British Journal of Preventive and Social Medicine.—Issued 
quarterly (£3 annually). The new issue (Vol. 11, No. 3) includes: 
BLoop Groups anp TO Disease. J, A. Fraser Roberts. 
Tae OF THE DETERMINANTS OF RHESUS ISOIMMUNIZATION. George 
Koox and William Walker. 
Some Aspects of Growrn with Norms From To 18 Years. W. H. 
Hammond. 
AN EXAMINATION OF THE ASSOCIATION BeTwreN HOUSING CONDITIONS AND 
PULMONARY TUBERCULOSIS IN Giascow. J. S. McMillan. 
OBSERVATIONS ON ROUTINE MEDICAL EXAMINATIONS OF UNtverstTy ENTRANTS 
In NortTuern IRELAND, W. Johnston, E. A. Cheeseman, and J. D. 
Merrett 
A Nore On THE AssoctaTion BeTween SMOKING AND Distase IN MPN IN THE 
Seventu Decape. R. G. Brown, Thomas McKeown, and A. G. W. 
Whitfield. 


British Journal of Ophthalmology.—Issucd monthly (£6 
annually). The new issue (Vol. 41, No. 11) includes: 
Tue Eve Generat Vascutar Disease: HYPeRTENSION AND ARTERIO- 
SCLEROSIS. Robert Leishman 
SyMpots oF QOcuLAR Dynamics. Stewart Duke-Elder and David M. 
Maurice 
Ophthalmic Literature.—-Two new issues (Vol. 10, No. 5, and 
Vol. 11, No. 1) are now available. They contain a comprehen- 
sive selection of abstracts of the literature on ophthalmology and 
related subjects. Six issues and a volume index each year ; 
annual subscription £4 4s. (or in combination with British 
Journal of Ophthalmology, £9). 


Abstracts of World Medicine.—Issued in the first week of each 
month, this journal contains abstracts of important papers 
selected from the current medical literature of the world. 
Annual subscription £4 4s. 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned. 


“Monday, November 25 


Guy's Hospitat At Physiology Theatre, 4.45 p.m., Endocrine Demonstra- 


Guest speaker, Dr 


tion: Thyrotoxicosis and Progressive Exophthalmos 
1. C. Gilliland 

InstITUTeE OF p.m., Professor F. Briicke (Vienna) 
E.E.G. Patterns in the Rabbit's Hippocampus as a Test for Drugs Acting 
on the Central Nervouy System 

@instirere oF Onstreraics Gynaecotocy.—3 p.m., Mr. J. A. Stall- 
worthy: Surgical Accidents in Obstetrics and Gynaecology 

Mancuestra Mepicat Soctery (1) Section oF Lecture 
Room, Dental Hospital, 4.30 for 5 p.m., Mr. S. S. Rose: Physiology ot 
Xcrostomia (2) Section oF GeneraL Practice At Laree Anatomy 
Theatre, Manchester University, 8.30 for 9 p.m., Professor Fraser Brock- 
ington: A Doctor Looks at the Far East 

Soctery of oF p.m., Professor G. M. Wilson 
Clinical Research Aspects of Isotopes. 6.15 p.m. Dr. J. F. Loutit 
Radiation Hazards 

Usiverstry Coiteae Lonpon: DerartmMent OF Physio 


logy Theatre, 5 p.m., public lecture by Dr. H. Harris: Human Biochemical 


Genetics 


Tuesday, November 26 


Baitish Postorapuare Mepica, Feperation.—-At London School of 
Hygiene and Tropical Medicine, W.C., § p.m., Dr. G. Gordon 
Central Sensory Representation 


instiruTre OF Williams: Use ol 
Vitamins in Dermatolozy 

MANCHESTER ReGronaL AssociaTiON.—At Clinical Sciences 
Building, York Place, 8.30 p.m., in conjunction with North-west England 
Faculty of College of General Practitioners. Lecture for general prac- 
titioners. Brains Trust, Chairman, Dr. P. B. Mumford 


Rovat Aamy Mrpicat p.m., Dr. Arthur Willcox 


5.30 pm., Dr. D. I. 


Polyarieritis 


Nodosa. 

Rovat oF SurGeons oF ENGLAND.—S p.m., Arris and Gale Lecture 
by Mr. H. R. S. Harley: Development of the Sinus Venous Type of 
Atrial Septal Defect 

RovAL Statistica Society: Mepicat Secrion._At Keene Lecture Theatre, 
2nd Floor, Westminster Medical School, S.W.. 5.30 p.m., Dr. C. H. 
Wood and Dr. AS. Fairbairn: Observer Variability in the Use of 
Respiratory Questionnaires. 

Sr. Mary's Hospirran Mepicat Scuoon INSTITUTE 
p.m., Dr. K. V. Bailey Assessment of an Obstetric 


Situation 


Society oF Aporwecanies oF p.m., Dr. Hannah Steinbere 
Ph.D Pharmacological Aspects of ** Tranquillizers."" 6.15 p.m., Dr 
M. Shepherd: Use and Abuse of “ Tranquillizers.” 

West Enp Hospitat NEUROLOGY AND NEUROSURGERY 5.39 p.m., Dr 
N. G. Hulbert: Neurological demonstration 


Wednesday, November 27 


BimmMinoHAM Mepicat Institute: Section or p.m., Dr 
M. Jeavons and Dr. P. B. Bradicy, Ph.D.: Scope and Limitations ot 

Electroencephalography. 

oF 
Skin 

INSTITUTE OF Diseases OF THE CHEST.—S p.m., 
Congenital Abnormalities of the Pulmonary 
INSTITUTE OF NEUROLOGY.—-5.30 p.m., Dr. D. J. Williams: The Epilepsies. 
INSTITUTE OF OpsTETRICS AND GYNAFCOLOGY.—4 p.m., Mr. H. R. 
MacLennan: Elderly Primigravida and Her Treatment 

Or for p.m., Mr. J. G. Sandrey 

PosTorapuatTe Mepicat ScHoot or Lonpon.—2 p.m., Dr. W 
Disorders of Fat Metabolism 

ROYAL Facutty OF PHysictans anp SURGFONS OF GLASGOW 
Lecture by Mr. D. M. Wallace: Bladder Tumours 
Medical Profession 

Royal INstirurs oF 
Stephen Hall 


5.30 p.m., Dr. A. Tickner: Fats and the 


Dr. J. N. Pattinson 
Arteries 


Some 


Epididymitis. 
T. Cooke: 


5 p.m., Weild 
A Challenge to the 


Pustic ann Hyotene.—3.30 p.m., Dr 
Impact of Tuberculosis in the Household (illustrated). 


Soctery OF ApotHecaries or Lonpon.—-‘ p.m., Dr. C. F. Hawkins: Ulcera- 
tive Colitis The Medical Aspect. 6.15 p.m., Mr. B. N. Brooke: Ulcera- 
tive Colitis—The Surgical Aspect 

Thursday, November 28 

Bairish Postorapuate Mepicat Ferverarion.—At London School of 
Hygiene and Tropical Medicine, W.C., 5.30 p.m., Dr. H. J. Taylor: 


Physiological Problems Associated with Diving and Underwater Swimming. 


@Doncasrer Mepvicat Soctery.—At Earl of Doncaster Arms Hotel, 
3” p.m., Ladies Night Dinner and Ball 
Honeyman Giitespre Lectrures.—At University New Buildings, Teviot 


Place, Edinburgh, 5 p.m., Dr. J 
Disorders of Speech and Language 

InstTiTruTe OF DenmMarotocy.—S.30 p.m., Dr. C. D 
Sensitization 

LiverPoo. Mepicat 
Psychiatric Chub 
Symptoms of Organic Significance 

LONDON ASSOCIATION OF THE MEDICAL WOMEN’S 
Free Hospital Schoo! of Medicine, 8.30 p.m., 
Any Questions 


B. Stanton: Recent Approaches to 


Calnan: Epidermal 


INSTITUTION.—-8& p.m., joint 
Dr. S. Barton Hall and Dr 


meeting with Liverpoo! 
Hugh Jarvie: Psychologica! 


Feprrarion.—At Roya! 
social evening. Light-hearted 


Lonpon County Mepicat Soctery.—At County Hall, 5.30 p.m., Professor 
M. L. Rosenheim: Modern Management of Hypertension 

Lonpon Universtry.-At St. Mary's Hospital Medical School (Wright- 
Fleming Institute Lecture Theatre), 5 p.m., Professor G. Mayer (Bordcaux 


t niversity): Physiological Factors in Implantation of the Egg. 
Centre At Wingfield-Morris Orthopaedic Hos- 
pital, 8.30 p.m., Mr. J. C. Scott: Report on Four Months in Canada. 
Research Derence Soctery At Physiology Lecture Theatre, University 
College, W.C., 5.30 p.m., 26th Stephen Paget Memorial Lecture by the 
Rt. Hon. Lord Cohen of Birkenhead: Some Reflections on Anima! 

Experiments 
Rovat Eve Hosrtrat.—<1) 5.15 p.m., Dr. T. H. Whittington: The Re 
duced Eye. (2) At Courage Laboratory, 8 p.m., lecture and lantern 
— oy by Mr. C. R. McCash: Plastic Surgery in the Region 
of the Byes 
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Soctery por ANALYTICAL CHEMISTRY: WesTeRN SecTiOn.—At Cathedra) 
Hotel. Salisbury, 7.45 p.m., joint meeting with Mid-Southern Counties 
Section of Royal Institute of Chemistry Dr. I. Macintyre: Current 
Practice in Chemical Pathology 


Boyland, D.Sc., 
6.15 pm., Dr 
Discase 


SoctETY OF APOTHECARIES OF LONDON.—-5 p.m., Professor E 
Ph.D Recent Work in Malignant Discase—Actiology 
J. A. Stock, Ph.D., A.R.LC Recent Work in Malignant 
Chemotherapy Aspect 

West or ENGLAND HeactH Grour.—At Department of Child Heaitn 
Lecture Theatre, Bristol! Royal Hospital for Sick Children, 8.30 p.m. 
Miss C. N. Grose, S.R.N., S.C.M.: Breast-feeding 


Friday, November 29 


Hygiene and 


Rerrish Tusercucosis Assoctation.--At London School of 
Tropical Medicine, 5.30 p.m., joint meeting with Socicty of Medica! 
Officers of Health. Dr. H. D. Chalke: Role of the Medical Officer ot 


Health in Tuberculosis Control; Dr. K. Neville Irvine: Value of B.C.G 
Vaccination in Children; Dr. C. M. Smith: Present Position of Milk 
Control: Dr. F. C. S. Bradbury: Problem of the Chronic Patient as 
Regards Control and Rehabilitation. 

@ixstrrure oF p.m., Dr. I 
stration. 

INSTITUTE OF Diseases 
demonstration 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
general practitioners. Mr. J. C. Hogg: 
Tonsils and Adenoids 


Muende: clinical demon- 


or tae Cnest.—S p.m., Dr. J. Smart: clinical 


-3.30 p.m., clinical discussion for 
Indications for the Removal ot 


Mepicat Soctery ror THe Srupy OF Venereat At 11, Chandos 
Street, W. 7.30 p.m., Mr. A. J. King: Syphilis of Bone 

PrymMouTH Mepicat Soctety.-At Greenbank Road Hospital, 8.30 p.m., 
clinical evening. (Cases from 8 p.m.) 

PosToRaDUATE Mepicat ScHoot or Lonpon.—10 a.m., Mr. J. S. Hilary 
Wade: Injury to the Recurrent Laryngeal Nerve at Thyroidestomy 

Royal Mepicat Socirry, Epinsurou.—s p.m., dissertation by Mr. David 
Lees. 

Saturday, November 30 

Society.—2.30 p.m., Anniversary Mecting. 


Sunday, December 1 


or Generat PRacTiTIONERS: MIDLAND Facutty At Powick Hos- 


pital, 10.30 a.m. to 12.30 p.m., symposium by Dr. C. A. H. Watts, Dr 
A. M. Spencer, and Dr. R. A. Sandison: Scope of Psychiatry in General 
Practice 


Mepictne.—At Theatre 1, Clinical 
in conjunction with North-west 


MANCHESTER UNIverstty: Facucty oF 
Sciences Building, York Place, I! a.m., 
England Faculty of College of General Practitioners. Lecture-demonstra- 
tion for general practitioners. Dr W. Fairbrother: Antibiotics 


Usiversiry Hosprrat 10.15 a.m., lecture-demonstration for 


general practitioners by Dr. R. F. Tredgold: clinical demonstration in 
Psychiatric Medicine in General Practice 

APPOINTMENTS 
MANCHESTER ReGionat HospitaL Boarp.—A. Ansell, M.D., D.M.R.D., 


Maximum Part-time Consultant Radiologist, Crumpsall, Booth Hall, and 
Monsall Hospitals ; D. Donnellan, M.D., M.R.C.P., Whole-time Consultant 
Geriatrician to the Salford Group of Hospitals; L. L. White, M.D, 
D.C.H., Whole-time Consultant Patholozist to Booth Hall and Monsal! 
Hospitals ; D. L. Boardman, M.B.. Ch.B., D.Path., Whole-time Consultant 
Pathologist to the Oldham and District Hospital Centre ; Susanne Shafar, 


M.B., Ch.B. P_M., Whole-time Assistant Psychiatrist (S.H.M.O.), North 
Manchester Hospital Centre; Carolyn C. Rigby. M.B.. Ch.B., D.Path.. 
Whole-time Assistant Pathologist (S.H.M.O.), Hope Hospital, Salford ; 
N. Berlyne, M.B., ChB.. D.P Whole-time Assistant Psychiatrist 
(S.H.M.0.), Stockport and Buxton Hospitals; J. Hewet, B.. Ch.B., 
F.R.C.S., Consultant General Surgeon, Stockport and Buxton Group ot 
Hospitals ; J. W. Boland, M.B., B.Ch., F.R.C.S.Ed., F.F.R., M.R.T 


Consultant Radiotherapist to Christie Hospital and Holt Radium Institute 
Manchester 

Smirn, Invine B., M.B., B.Chir.. F.R.C.S., Part-time Consultant Surgeon 
to the Burton-on-Trent Group of Hospitals. 


SoutTH-east Metropourran Reoionat Hospitat Boarp.—-J. S. S. Fairley, 


M.D.. Senior Administrative Medical Officer; J. R. Lauder, M.R.C 
L.R.C.P.. Deputy Senior Medical Officer: and W. B. D. Miller, M.B 
Ch.B.. Assistant Senior Medical Officer: R. W. Barter, M.D., M.R.C.P 
D.Phys.Med., Consultant in Physical Medicine, Isle of Thanet Group of 


Hospitals. 


BIRTHS, MARRIAGES, AND DEATHS 


DEATHS 


Blackstock.—On October 25, 1957, at The Elms, Eskbank, 
Robert Patrick Hall Blackstock, L.R.C.P.&S.Ed., L.R.F.P.S 

Carter.—On October 22, 1957, at St George’s Hospital, London, S.W.. 
Charies Noel Carter, M.B., B.Ch., of 29, Chester Row, London, S.W. 


Midlothian, 


Cousins...On October 31, 1957, at his home, 176, Choriton Road, Brook's 
Bar, Manchester, William John Cousins, M.B., B.Ch 
Edwards.On October 25, 1957, at 11, Dower House Crescent, South- 


M.R.C.S., L.R.C.P 
Ch.B., 


borough, Kent, Lancelot Charles John Edwards, 
George.—-On October 24, 1957, William George, M.C., T.D., M.B., 
J.P., of Strawberry Bank, Lancaster. 
Glea.—-On October 26, 1957, at Lee-on-Solent, Hants, John Craven Gien 
L.R.C.P.AS.Ed., L.R.F.PS 
Grogono.—On October 26, 1957, Jonathan Grogono, M.R.C.S., L.R.C.P., 
of Southwold, Suffolk, late of Leighton Buzzard, Beds. ners es 
Morris..On October 21, 1957, Ethel Remfrey Morris, M.B., 
O’Loughlia.—On October 18, 1957. at Hospital, Essex, 
William Smith O'Loughlin, M.D., M.R.C.0.¢ 


Paton.—On October 22, 1957, Ronald Stewart Paton, M.B.. Ch.B., of 
Atholl Place, Perth 

Pyle.—On October 27, 1957, at Fearn, Ross-shire, John Pyle, M.C., M.B., 


Struthers.—On October 24, 1957, at his home, Summerhill House, Bristol, 
George Struthers, M.B., Ch.B., aged 53 

Taylor.—On October 18, 1957, at Forest View, Rodborough Common, near 
Stroud, Glos, James Ewen Taylor, M.B., Ch.B., late of Villa Rosa, 


Carnoustie, Forfarshire, aged 78. 
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ADVERTISEMENT 


TAI \X encourages women to lead a normal 


life during the monthly period. The special Tampax 
applicator, an integral part of tamponage, ensures 
correct placement in the upper end of the vaginal tract 
and prevents any handling of the tampon. The comfort 
and security afforded by Tampax helps to eliminate 
the “ invalid complex. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted, 


Genetic Hazard of Chest Radiography 


Q. (1) Does radiography of the chest (miniature or full- 
size) involve any genetic or other hazard to the person x- 
rayed’ If so, how frequently is it justifiable to radiograph 
the chests of (a) those such as teachers, nursery staff, and 
others in close contact with children, and (b) those whose 
work especially exposes them to risk of tuberculous infec- 
tion such as nurses and laboratory workers? With regard 
to the latter, is there an age at which their radiological 
surveillance becomes less imperative? (2) Do mass radio- 
graphy surveys on the scale, for instance, of those now pro- 
ceeding in Scotland carry any genetic or other risk ? 


A.—<1) There is no evidence that radiography of the chest, 
miniature or full-size, involves any genetic or other hazard 
to the person x-rayed. The rigorous standards of the Medi- 
cal Research Council's report’ permit 250 miniature or 1,000 
large x-ra\ films to be taken during any one individual's 
lifetime, using present techniques. 

People in contact with children should be x-rayed annu- 
ally, irrespective of their age. People whose work exposes 
them to the risk of tuberculous infection should have a six- 
monthly radiograph up to the age of 30, and an annual 
radiograph after that age. 

(2) Mass radiography surveys carry no genetic or other 
risk 

REFERENCE 
! The Hazards to Man of Nuclear and Allied Radiations, 1956. H.M.S.O 
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Primary Lung Cancer in Domestic Pets 


Q.--Some writers have expressed the opinion that there 
is a relationship between bronchial carcinoma and atmo- 
spheric pollution. If this is so, one would expect to find 
an increasing incidence of lung cancer in dogs, cats, and 
other pets Kept in large towns, What evidence is there on 
this 


A.—-Lung tumours are not common in animals,’ and, at 
any rate in London, there is no suggestion of an increasing 
incidence of such tumours in dogs and cats. For example, 
of 464 neoplasms of cats examined at the Royal Veterinary 
College since 1940, only three were considered to be primary 
lung carcinomas ; in a corresponding series of 2,361 tumours 
from dogs, not more than six were primary lung tumours.’ * 
It is interesting that ten Thije and Ressang* have recently) 
reported what appears to be a statistically significant 
increase of lung cancer in dogs in Utrecht, but even there 
the numbers seen were small: only 22 cases of lung cancer in 
dogs were diagnosed there since 1924, 16 being seen in the 
last four years. Continued observation is clearly needed. 

However, such studies on dogs and cats do not neces- 
sarily have any bearing on the aetiology of lung cancer 
in man. It does not follow that increasing atmospheric 
pollution must lead to an increase in lung cancer in domestic 
pets, as is suggested in the question: for example, these 
animals might not live long enough to develop lung cancer 
even if they did inhale an effective amount of carcinogenic 
material, or their bronchial epithelium might be less 
susceptible. There is also the possibility that aerial con- 
tamination might in fact be responsible for cancer in dogs 
and cats at some site other than the lung. There is no 
definite proof of this, but there are some suggestive observa- 
tions. In the London tumour surveys mentioned above’ * 
there was a high incidence of squamous-cell carcinoma of 
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the tonsil of the dog and of similar carcinomas of the upper 
alimentary tract of the cat (tongue, gum, tonsil, and 
oesophagus particularly). There is some indication that 
cancer of the tonsil is much commoner in dogs living in 
London than elsewhere, and it may be that when a dog 
breathes through its mouth it brings a carcinogenic agent 
in the air into contact with a susceptible epithelial tissue 
(bilateral cancer of the tonsil being occasionally seen). 
Similarly, the cat, in cleaning its coat and swallowing fur, 
may take a carcinogenic agent into its mouth and 
oesophagus. It is not yet known whether cancer of the 
upper alimentary tract is commoner in London cats than 
in their country cousins, but a study of the furs of town 
and country cats for the presence of possible carcinogenic 
agents might show that they reflect their degree of aerial 
contamination by such agents, 

The implication of this question is an important one, 
and a watch is being kept for primary lung cancer in 
domestic pets. 

REFERENCES 
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Repeated Piperazine for Threadworms 


Q.—Is there any risk in giving repeated courses of pipera- 
zine citrate? A child aged 2 becomes readily reinfected 
with threadworms, and suffers from perianal irritation and 
disturbed nights. Piperazine brings rapid relief. In spite 
of treating the whole household, relapse occurs. 


A.—Although toxic reactions following the use of re- 
peated courses of piperazine have not yet been reported it 
would be premature to state that there is no risk of them 
occurring. The relapses reported in the case described 
emphasize that treatment of threadworm infections with 
piperazine alone may be ineffective ; hygienic precautions 
should therefore always be combined with drug treatment. 

The average length of life of female threadworms is four 
weeks ; and, if reinfection can be prevented, all the worms 
will die and the patient be cured in about this time even 
without drug treatment. Reinfection is usually caused by 
patients scratching the perianal area where the eggs have 
been laid and thus transmitting the eggs to the mouth on 
the fingers, particularly under the nails. Keeping the finger- 
nails short and clean, and scrubbing the hands after each 
visit to the lavatory and before each meal, will of themselves 
bring about a cure in the majority of cases and should 
certainly be recommended for the situation under con- 
sideration. 

Dust, particularly that from bedclothes, often becomes 
contaminated with threadworm eggs. The bed-linen should 
therefore be changed at the commencement of treatment, 
and thereafter contamination can be kept to a minimum by 
wearing closely fitting underpants at night and by bathing 
each morning so as to wash away the eggs which may have 
been laid on the perianal skin during the night. 


Psychiatric Grounds for Sterilization 


Q.—We have recently been given valuable information in 
your Journal on the subject of the psychiatric grounds for 
termination of pregnancy.'* I should be grateful for infor- 
mation about the psychiatric grounds for sterilization. 


A.—This answer deals only with sterilization of the 
female. 

A Departmental Committee on Sterilization (the Brock 
Report, 1934) advocated legislation to allow voluntary steri- 
lization of a mentally defective person or one who has had 
mental disorder or one believed likely to transmit mental 
defect or disorder ; but such changes have not been effected 
in the law, which is that sterilization on psychiatric grounds 
is lawful only if done in good faith to prevent a woman be- 
coming a physical or mental wreck. Such psychiatric grounds 
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are similar to those for therapeutic abortion,’ though even 
more limited ; a breakdown related to a pregnancy does not 
always preclude a later normal pregnancy. The medical 
defence societies would probably not cover a doctor unless 
he were acting with due care and within the law, and it 
is prudent, therefore, in any borderline case to consult one’s 
defence society before adv:sing operation. 

The difficulty is that there is little definite knowledge of 
the long-term effects, good and bad, of sterilization, The 
chances of a volte-face later on, in spite of present clamant 
demands to be sterilized, are very great. Such patients are 
best referred to an experienced psychiatrist, as there must 
always be a genuine therapeutic purpose amounting to a 
“just cause,” and with the criteria as yet so inadequately 
defined the decision is not an easy one. Moreover, most 
patients will respond to modern psychiatric methods of 
treatment, and operation is thereby unnecessary. 

The consent of the husband should be obtained, as, if his 
wife is sterilized without it, he might petition successfully 
for divorce on the grounds of cruelty 


REFERENCES 
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Prognosis of Treated Myxoedema 


Q.—What is the prognosis in myxoedema controlled by 
thyroid medication? Should such patients be accepted as 
“ good lives” for the purposes of life insurance ? 


A.—The prognosis in treated myxoedema is excellent, and 
such patients, because of their regular medical supervision, 
should be regarded as particularly first-class lives for life 
insurance. Obviously this statement applies only to patients 
who regularly attend their doctor and dutifully take their 
daily thyroid. If there is a risk of thyroid being forgotten 
(for instance, with an elderly or absent-minded patient), then 
a young relation should be made responsible for its proper 
administration or else there is a risk of relapse and the 
patient is not a “ good life.” 


Coronary Thrombosis Despite Anticoagulant Prophylaxis 


Q.—A patient of mine has suffered second and third 
attacks of coronary thrombosis while on prophylactic phen- 
indione therapy. Despite a constant dosage the prothrom- 
bin activity in this case proves remarkably variable. Is it 
worth continuing the anticoagulant therapy ? 


A.--It is difficult to say whether phenindione therapy 
should be continued after this patient's third attack of 
coronary thrombosis, because no information is given about 
his cardiac function. Also, the questioner does not state 
whether anticoagulant therapy was easy to control before 
the second or third attacks of coronary thrombosis. If, for 
example, control was perfectly adequate after the first and 
second attacks, but has become variable only after the third, 
it is possible that the patient has some congestion of the 
liver which is making control of anticoagulant therapy ex- 
tremely difficult. It is probably correct to say that, if a 
patient has cardiac failure of a degree sufficient to impair 
hepatic function which cannot be controlled by ordinary 
measures, then anticoagulant therapy on an out-patient basis 
should be stopped. 

Such evidence as is available at the moment suggests that 
the mortality and complication rates in cases of myocardial 
infarction may be reduced by anticoagulart drugs, probably 
by their action in minimizing thrombo-embolic complica- 
tions and perhaps also in limiting spread of clot in the 
thrombosed coronary vessel. As in this case, anticoagulants 
do not seem to prevent myocardial infarction. Therefore, 
if cardiac function remains satisfactory, it may be worth 
continuing anticoagulant therapy even after three attacks 
of infarction. 
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Disposal of Surplus Carbohydrate 


Q.—By what routes and in what forms does the body 
dispose of carbohydrate ingested in excess of metabolic re- 
quirements, other than by deposition as fat or glycogen? 
If an abnormally large quantity is ingested, may it result in 
the alimentary enzymes being unable to catabolize it and 
partially digested carbohydrate being excreted in the faeces ? 
1 ask this because I have several times encoun‘ered patients 
who admit to consuming up to 30 spoonfuls of sugar daily 
in their tea, as a mere preliminary to the otherwise gross 
indulgence of a sweet tooth; and I have observed the asso- 
ciation of such habits with boils, pruritus ani et vulvae, 
and thrush. 

A.—The digestive enzymes are able to cope with con- 
siderable quantities of carbohydrate. Amounts taken in 
excess of metabolic requirements are normally stored as 
glycogen or fat, unless taken in such excess as to cause 
vomiting or diarrhoea. There is, of course, an association 
between boils and pruritus on the one hand and diabetes 
mellitus on the other, and this association probably depends 
on the high tissue sugar levels found in diabetes. It is doubt- 
ful, however, whether in healthy subjects excess dietary 
carbohydrate would raise the blood sugar above normal. 


Tears at Periods 


Q.—-What is the explanation of the regular occurrence of 
a copious flow of tears at the time of menstruation? Could 
this be related to “ menstrual migraine” in some way, or is 


a psychological or allergic aetiology more probable: 


A.—-The most likely explanation is that these symptoms 
are part of a premenstrual tension syndrome. The pre- 
menstrual tension syndrome was dealt with in detail by two 
papers’ * and a leading article’ in this Journal a few years 
ago. 

Asthmatic attacks, migraine, rhinorrhoea, and emotional 
upsets are only a few of the symptoms, both somatic and 
emotional, which may occur. As was pointed out in the 
leading article, the time of onset of these symptoms is 
usually but not always immediately premenstrual, but their 
recurrence is characteristically cyclical. The aetiology of 
the syndrome is still not completely understood, but the 
evidence suggests that it is largely due to a hormonal im- 
balance-——an abnormally high oestrogen/ progesterone ratio. 
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I. INTRODUCTION 
1, The British Medical Association 


1. The British Medical Association is a voluntary or- 
ganization of over 71,000 members, all registered medical 
practitioners engaged in various forms of practice at home 
and overseas. It therefore speaks with authority for all 
branches of the profession. 

2. The Council of the Association has of course obtained 
the views of those Standing Committees—the Central Con- 
sultants and Specialists Committee and the General Medical 
Services Committee—which have special responsibilities in 
the fields of hospital and general practice. 

3. The Central Consultants and Specialists Committee is 
a Standing Committee of the Council. It is in addition the 
central body of a comprehensive organization representa- 
tive of all consultants and hospital medical staffs. It con- 


sists of representatives of committees set up in each of the 
hospital regions which in their turn represent the senior 
medical staff—consultants and senior hospital medical 
officers—of the teaching and non-teaching hospitals in the 
region. It also includes representatives of registrars and 
of certain specialist groups—for example, in anaesthetics, 
orthopaedics, radiology, etc. Thus this nation-wide organiza- 
tion represents some 18,000 members of hospital medical 
staffs working in the National Health Service. 

4. The General Medical Services Committee is likewise a 
Standing Committee of the Council, and is also the Execu- 
tive of the Annual Conference of Representatives of Local 
Medical Committees which considers matters affecting all 
practitioners—-whether members of the Association or not 

~providing general medical services under Part IV of the 
National Health Service Acts. In this way the General 
Medical Services Committee represents some 23,000 princi- 
2757 
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pals and assistants engaged in National Health Service 
general practice in the United Kingdom 

5. The constitution of these two Standing Committees of 
the Council places the Association in a unique position and 
enables it to speak with particular authority on behalf of 
all members of hospital medical staffs and all general practi- 
tioners on the matters now under review by the Royal 
Commission. 


2. Preliminary Statement of the Association’s Views 


6. The Royal Commission has on more than one occasion 
expressed its intention to proceed with its task as speedily 
as possible, and the Council is therefore anxious that a 
preliminary statement of the Association's views on the 
general issues involved should be submitted to the Com- 
mission with the least possible delay. 

7. In the main, this preliminary statement outlines the 
history of the profession's negotiations with the Govern- 
ment: sets out the basis and amount of the present re- 
muneration claim, and describes the training, duties, and 
responsibilities of doctors who are engaged in hospital and 
general practice under the National Health Service. 

8. The Commission will no doubt subsequently require 
evidence on more detailed matters within its terms of refer- 
ence, and it is the Council's intention to submit further 
memoranda on a number of subjects not covered by this 
preliminary statement. These will include more detailed 
evidence, for example, upon the position of junior hospital 
staff, senior hospital medical officers and registrars, medical 
superintendents, administrative medical staff of regional 
hospital boards, ophthalmic medical practitioners, medical 
officers in the Public Health Service, and university teach- 
ing staff. The Council will make also known its views on 
that part of the Commission's remit which deals with 
arrangements to keep remuneration under review. Memo- 
randa on these and other matters will be submitted by the 
Council with the least possible delay 


3. The Government's Obligation to the Profession 


9. The history of the remuneration dispute and the events 
which led to the appointment of the Royal Commission are 
fully set out in later sections and in the various appendices 
to this memorandum, but the Council wishes to place on 
record in this introductory section that in deciding to give 
evidence before the Royal Commission the profession does 
so without prejudice to its right to press for the fulfilment 
of the Government's clear moral obligation to honour the 
promises made to the profession when it entered the National 
Health Service on the appointed day. 

10. The Council does not believe that any useful purpose 
would be served by indulging in recriminations, however 
justified, over the tactless and high-handed manner in which 
the Government has dealt with the profession's claim. What- 
ever its legal position may be, the profession's moral rights 
are unassailable, and the Council cannot but contrast the 
treatment so far meted out to the medical profession with 
the alacrity shown by the Government in recent years in 
meeting its obligations to many other sections of the com- 
munity, particularly those who are in a position to bring 
pressure to bear in support of their claims. The nature and 
traditions of medicine are such that the profession is reluc- 
tant to resort to measures used in other spheres in support 
of remuneration claims, and there can be little doubt that 
this fact has influenced the attitude adopted towards it. 
Against this background, notwithstanding its decision to 
give evidence to the Royal Commission, the Council must 
make its own attitude to the Government's definite obli- 
gations quite clear. 


4. The Royal Commission’s Terms of Reference 


11. The Council wishes to draw attention to the develop- 
ments which have taken place since the Royal Commission 


EVIDENCE TO ROYAL COMMISSION 


SUPPLEMENT to 
Barish Mepicat 


was appointed on February 28, 1957, with the following 
terms of reference: 


To consider : 

(1) how the levels of professional remuneration from ail 
sources now received by doctors and dentists taking any part 
in the National Health Service compare with the remuneration 
received by members of other professions, by other members 
of the medical and dental professions, and by people engaged 
in connected occupations ; 

(2) what, in the light of the foregoing, should be the proper 
current levels of remuneration of such doctors and dentisis 
by the National Health Service ; 

(3) whether, and if so what, arrangements should be made to 
keep that remuneration under review ; 


and to make recommendations. 


12. Firstly, the Commission itself made the following 
public statement on April 12, 1957: 


In view of doubts cast on the interpretation of the terms 
of reference, the Royal Commission have given urgent con- 
sideration to this matter, and think it may be convenien: if 
they announce publicly how they have decided to proceed. 
They have shown this statement to the sponsoring Ministers, 
and they understand that it is wholly consistent with the inten- 
tions formed by the Government when advising the appoint- 
ment of the Royal Commission. 


1. The Spens Reports and the Danckwerts Award will be 
studied by the Commission, and also the Reports of any other 
Commissions and Committees in so far as they are relevant to 
the circumstances of the medical and denial professions and to 
the relationship of those professions to the community as a 
whole 

2. The Commission will bear in mind the need for maintain- 
ing a proper level of recruitment to the medical and dental 
professions in competition with other callings, and will con- 
sider evidence as to conditions imposed by the nature of the 
work. 

3. The phrase “ other professions * will be interpreted widely 
so as not to exclude, for example, science and other graduates 
in industry at all levels 

4. The Commission are not asked to recommend remunera- 
tion for doctors and dentists employed by local authorities; 
but these doctors and dentists are among the “ other membe:s 
of the medical and denial professions * on whose remuneration 
evidence will be received for purposes of comparison 

S. “Other connected occupations” cover a wide range of 
persons, including on the one hand hospital administrators, 
and on the other, nurses and medical auxiliaries, whose re- 
muneration will be considered with special reference to differ- 
entials 

6. The Commission will in the light of all this and any other 
relevant evidence recommend such “ current levels of remunera- 
tion as appear to the Commission to be justified 

7. The Commission's duty to recommend current levels of 
remuneration calls for recommendations covering, for example, 
average incomes and the desirable spread between extremes ; 
but it does not call for the construction of detailed schemes 
of distribution. 

8. After consideration of the desirable current levels of re- 
muneration for doctors and dentists, the Commission will con- 
sider whether, and if so what, arrangements should be made to 
keep that remuneration under review 


In a separate notice the Royal Commission are asking all 
interested persons or organizations to offer evidence. Prelimin- 
ary inquiries have shown that the preparation of this evidence 
will take some of the bodies concerned considerable time. The 
Commission are anxious to complete their task with the utmost 
speed consistent with thorough examination of all the relevant 
issues, and hope that all written evidence and submissions to 
the Commission will be in their hands within the next three 
months. 


Secondly, on April 23, 1957, the Chairman of the Com- 
mission offered the following additional statement: 


That part of the Royal Commission's task that consists of 
considering what should be the proper current levels of re- 
muneration of Doctors and Dentists will include hearing sub- 
missions from those professions as to the remuneration which 
they are now claiming. 
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Thirdly, the following exchange of letters took place as the 
result of an Interview between the Chairman of Council of 
the Association and the Minister of Health on April 26: 


Dear Mr. Vosper, 

Dr. Wand asks me to say that he will be extremely grateful 
if you can find it possible to send him a letter by hand to-day, 
addressed to B.M.A. House, to confirm the assurance you gave 
him yesterday afternoon, which I understand was in the 
following terms: 


“ Following the Report of the Royal Commission there 
will be full consuliation with the profession before implemen- 
tation of any of its findings, such consultation to include any 
other matters relevant to the Report or to the present 
dispute.” 

Dr. Wand would be grateful also if you could now assure 
him that the terms of the Public Statement issued by the Royal 
Commission will be regarded as prevailing over the Terms of 
Reference as originally drafted. 

Finally, Dr. Wand would greatly appreciate any observa- 
tions you may be able to offer as a result of your further con- 
sideration of the position of the Public Health medical officers 
in relation to the Royal Commission. 


Dear Dr. Wand, 

I was glad of the opportunity of a long talk with you yester- 
day and I hope you feel—as | do—that it is that kind of 1n- 
formal and personal discussion which does most to clear away 
misunderstandings. 

First, let me confirm what I said to you when I assured you 
that, following the report of the Royal Commission, there 
will be full consultation with the profession before implementa- 
tion of any of its findings and that such consultation could of 
course include any matters relevant to the report or the present 
dispute 

Second, you seemed to fear some inconsistency between the 
terms of reference of the Commission and the public statements 
issued by its Chairman. I can certainly reassure you here too. 
It is normal that the interpretation of the terms of reference 
of a Royal Commission should be a matter for its Chairman 
and the Commission, and you can certainly regard the public 
statements which have been issued as having full validity. 

Finally, I have thought—as you asked—-about the position of 
the public health medical officers. I cannot add anything of 
substance to what d said in my letter of April 17 on this, but 
let me repeat that I am sure that any settlement for others, 
following the Commission's report, could not fail to be taken 
into account in considering the position of these officers and 
any claim through the normal machinery would of necessity 
be considered in the light of the report and of any settlement 
subsequent to it. 

I do hope that these remarks, and our talk yesterday, will 
help to rid us of unnecessary apprehensions. 


13. The Council still maintains that the dispute on 
remuneration ought to have been settled by the accepted 
methods of negotiation and arbitration. This is by no means 
the first occasion upon which the Government and the 
profession have been in dispute on levels of remuneration 
from public sources. Since the inception of the National 
Health Insurance scheme in 1911 there have been repeated 
disagreements on levels of remuneration, and in 1946 the 
first of the two Spens Committees was set up to determine 
what should be the proper remuneration of general practi- 
tioners in a nationally organized service. The Spens Com- 
mittee corroborated the profession’s view that for National 
Insurance patients general practitioners had been seriously 
underpaid for very many years, and in point of fact this 
underpayment has never been made good. In 1952 the 
Danckwerts Adjudication endorsed the profession's claim for 
a substantial increase in remuneration to implement the 
Spens recommendations and in this instance made the proper 
adjustment for the underpaid years of the new comprehen- 
sive Service. As will be shown later, a similar disagreement 
occurred after the publication of the Spens Report for hos- 
pital medical staffs in 1948 and also before certain adjust- 
ments were made in 1954. 

14. In the case of the present claim, however, the Govern- 
ment refused either to negotiate or refer the matter to arbi- 
tration, and the Council therefore takes the view that the 
dispute can only be satisfactorily resolved by the Commis- 


sion if its recommendations are determined in the light of 
all that has happened in the past, particularly the Govern- 
ment’s promises to the profession following the publication 
of the Spens Reports. This view would seem to be sup- 
ported by the Commission's interpretation of its remit as 
set out above. 

15. Later sections of this memorandum set out in detail 
the circumstances in which the profession agreed to take 
part in the National Health Service. 

16. It must, however, be stressed that a proper implementa- 
tion of the Spens Reports is fundamental to the Association's 
case. It was the Government's decision to set up the Spens 
Committees. The profession warmly supported this decision 
and accepted the principles and recommendations of the two 
Reports, has continued to stand by them, and sees no reason 
to depart from them. Nor must it be overlooked that in 
the case of general practitioners the Permanent Secretary to 
the Ministry of Health in a letter addressed to the Associa- 
tion on May 2, 1950, stated : 

“The Minister agrees that the Spens Report remains the 
basis of the remuneration of general medical practitioners until 
such time as after the usual consultations some other basis ts 
substituted.” 


This statement makes it clear that until some other basis is 
agreed with the profession the Spens principles must stand. 

17. Indeed, the principles laid down by the two Spens 
Reports were a sheet anchor for the profession in the diffi- 
cult transition from private to public practice inasmuch as— 
after a thorough review--they determined what should be 
the proper “social and economic status” of the medical 
profession in the community as a whole. Had there been 
no National Health Service individual members of the profes- 
sion would have kept their place in the community by the 
normal practice still open to other self-employed persons— 
namely, by adjusting fees and prices to meet the altered 
circumstances brought about by changes in the value of 
money. The certainty that this method of adjustment would 
not be possible in a public service was clearly in the minds 
of those who drafted the General Practitioner and Consultant 
Spens Reports, and was the reason for their recommendation 
(paras. 6 and 2 respectively) that their findings would fail 
to maintain the status of and recruitment to the medical 
profession unless adjustments were made from time to time 
to meet changing conditions. The Government for its part 
accepted the Spens principles and has at no time advanced 
any convincing reason for discarding them. True, it has 
disputed the amount of the adjustment required in an infla- 
tionary era, and so far as the Council is concerned that is 
the only matter now in dispute. 

18. The Council therefore submits that any radical 
departure from the principles laid down by the Spens Com- 
mittees would be a breach of the undertaking given by the 
Government and would remove the only safeguards open to 
the profession whereby its status and powers of recruitment 
can be ensured. 

19. The Council, having made its position quite clear on 
these major questions of principle, recognizes that the Com- 
mission will need to have the fullest possible account of the 
events which have led up to the present situation, The 
following paragraphs and appendices to this memorandum 
set out the history of the Association’s dealings with the 
Ministry on remuneration and elaborate the arguments in 
favour of maintaining the place of the medical profession 
vis-a-vis the community as a whole. 


ll, PAST HISTORY—THE SPENS REPORTS AND 
PRESENT LEVELS OF REMUNERATION 


20. In order that the present dispute may be judged objec- 
tively it is necessary to go back in history to the points at 
which the present agreed bases of remuneration in the two 
fields emerged—the Reports of the Spens Committees on the 
remuneration of consultants and specialists and on the 
remuneration of general practitioners. Although both 
general practitioners and hospital medical staffs are now on 
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common ground in their approach to the problem, up to 
1956 these two branches of the profession negotiated with 
the Government independently of each other and levels of 
remuneration in each field developed quite separately. This 
was perhaps inevitable, for they emanated from two separate 
sets of recommendations which were published indepen- 
dently and at an interval of two years. Moreover, different 
channels of negotiation existed in the two fields of practice. 
This section of the Council's memorandum is therefore 
devoted to an account of the negotiations which took place 
in each field prior to 1956 to secure the implementation of 
the recommendations of the two Spens Committees. 


A. GENERAL PRACTITIONERS 
1. The General Practitioner Spens Committee 

21. The proposals for a comprehensive National Health 
Service carried with them many implications for general 
practitioners who had hitherto practised medicine mainly 
free of Government control and who were then, in common 
with all other professions, free to seek their own level of 
remuneration by arrangement with the individual patient. 
True, there existed the old National Health Insurance 
Scheme, but this catered for less than half of the population 
and provided considerably less than half of the general 
practitioners’ total income. For the most part, remunera- 
tion did not depend upon public funds. 

22. The establishment of a National Health Service and 
the acceptance of the principle of collective responsibility 
have virtually led to a State monopoly of general medical 
practice, and the opportunities for practice outside the 
Service have now become almost negligible. Indeed, the 
fact that almost the whole population have now signed on 
the lists of general practitioners in the National Health 
Service is proof not only of the way in which general practi- 
tioners have fulfilled their part of the contract and of the 
value of their services, but of the complete dependence of 
the profession on the Government, which has a clear duty 
to ensure that doctors do not suffer financially just because 
their opportunities outside the Service are now so few. Ail 
this was envisaged by the Association during the discussions 
with the Government preceding the appointed day, when it 
was agreed that there must be some equitable basis upon 
which doctors could participate in the National Health 
Service. Furthermore, there was a vital need to ensure that 
the Service would continue to attract a sufficient number of 
recruits of the right calibre to its ranks. 

23, There was no lack of encouragement on the part of 
the profession to a comprehensive health service. Indeed, 
the need has been stressed by the Association on many 
occasions and the views of its Medical Planning Commission 
were quoted by Lord (then Sir William) Beveridge in his 
report in 1942 as being in accord with his own assumption 
that a comprehensive health service would be an integral 
part of any scheme of social security. Nevertheless, re- 
muneration apart, many important principles were involved 
in the transition from private to public practice, and general 
practitioners had to be mindful both of the interests of their 
patients and of their own future when the new scheme was 
being evolved 

24. From their own viewpoint general practitioners wel- 
comed the Government's decision to set up a Committee 
under the chairmanship of Sir Will Spens, with the follow- 
ing terms of reference 

To consider, after obtaining whatever information and evi- 
dence it thinks fit, what ought to be the range of total pro- 
fessional income of a registered medical practitioner in any 
publicly organized service of general medical practice; to con- 
sider this with due regard to what have been the normal 
financial expectations of general medical practice in the past, 
and to the desirability of maintaining in the future the proper 
social and economic status of general medical practice and its 
power to attract a suitable type of recruit to the profession; 
and to make recommendations. 


25. The profession gave its wholehearted support and co- 
operation to the General Practitioner Spens Committee 
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which reported in 1946 (the report is set out in Appendix I), 
and its recommendations were accepted without reservation 
by both the profession and the Government. The latter, 
in addition to public statements, wrote to the Association 
on July 22, 1946, in the following terms: 

The Minister desires to make his attitude to the Spens 
Report quite clear. He fully accepts the substance of she 
recommendations upon the general scope and range of re- 
muneration which general practitioners should enjoy in a public 
service. 

26. It was on the basis of this clear assurance that general 
practitioners agreed to enter the National Health Service on 
July 5, 1948. 


2. Implementation of the General Practitioner Spens 
Report 

27. Once agreement had been reached on the basic prin- 
ciples upon which general practitioners were to be remun- 
erated in the National Health Service, it became necessary 
first to translate those principles into terms of the global 
sum of money necessary to give effect to them, and, second. 
to calculate the amount which should be added to that 
global sum to take account of the fall in the value of money 
and the increases which had taken place in the remunera- 
tion of other professions since 1939. 

28. The first task did not prove difficult. With the co- 
operation of the Government the necessary calculations were 
made and agreement reached that the required sum to give 
effect to the Spens recommendations in terms of the 1939 
value of money and in respect of the 17,900 principals in 
general practice in 1939 was £19.89m., plus £11.35m. for 
practice expenses, making a total of £31.24m 

29. The second task, however, led to a protracted dispute 
upon the correct adjustment to be made in the light of the 
following paragraph (para. 6) of the Spens Report: 

We leave to others the problem of the necessary adjustment 
to present conditions, but we would observe in this connexion 
that such adjustment should have direct regard not only to 
estimates of the changes in the value of money but to the 
increases which have in fact taken place since 1939 in incomcs 
in other professions. In our judgment it is only if correspond- 
ing changes are made in the incomes of general practitioners 
that the recruitment and status of their profession will be 
maintained as against these professions 


30. Eventually, the Ministry proceeded to make various 
arbitrary adjustments to the agreed global sum. In parti- 
cular, in what it alleged to be in conformity with the Spens 
recommendations, it imposed an arbitrary betterment factor 
which the Danckwerts Award subsequently proved to be 
grossly inadequate. 

31. The Council maintained from the start that the 
Government’s method of calculating the global total of 
general practitioner remuneration could not implement the 
Spens recommendations. The betterment factor arbitrarily 
applied was obviously much too low, having regard to both 
changes in the value of money and the increases which had 
taken place in the incomes of other professions. Further- 
more, in the vear 1948-9, 18,812 doctors were being asked to 
share the adjusted remuneration applicable to 17,900 general 
practitioners pre-war. In spite of this, subsequent nego- 
tiations with the Ministry of Health proved completely 
abortive. 

32. It is pertinent at this stage to draw attention to yet 
another assurance of the Government's intention to imple- 
ment the Spens recommendations, for in the House of 
Commons on January 21, 1949, the Parliamentary Secretary 
to the Ministry of Health said: 

I say to the House quite seriously that when the final pay- 

. ments for the period July 5 last to March 31, 1949, have been 

made we shall then be able to see whether the remuneration of 
general practitioners does, in fact, accord with the Spens recom- 
mendations. If it does not, the arrangements will be reviewed 
to see what adjustments are necessary to give effect to those 
recommendations 
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3. The Danckwerts Adjudication 


33, Finally, after some four years of fruitless discussion 
had failed to produce any offer of a reasonable settlement. 
the Ministers agreed to the submission of the dispute to 
an independent arbitrator. Mr. Justice Danckwerts accepted 
this appointment, and his terms of reference. agreed by 
both parties, were as follows: : 


To determine the size of the Central Pool, after taking 
account of remuneration from all other sources received by 
general practitioners, in order to give effect to the recommenda- 
tions of the Spens Committee, having regard to the change 
the value of money since 1939, to the increases which have 
taken place in incomes in other professions, and to all other 
relevant factors. 


34. Once again the Government reiterated their acceptance 
of the Spens recommendations as the basis of general prac- 
titioner remuneration in the National Health Service. 

35. The Statement of Case submitted to the Adjudicator 
by the General Medical Services Committee of the Associa- 
tion is set out in Appendix II. This document sets out 
in detail the questions then in dispute which were not the 
Spens recommendations themselves but merely the method 
by which the Government had decided to implement them. 
It also provides a tull history of events to that time. 

36. The results of the adjudication justified the contentions 
which the Association had made in the course of its long 
and stultifying negotiations with the Government, 

37. On every important issue the adjudicator found in the 
profession's favour. 

38. He established two vital principles, (1) that the Central 
Pool was to be adjusted jn relation to the number of doctors 
in the Service each year, and (2) that differential betterment 
factors for the years in question far in excess of the Minis- 
try’s arbitrary figure were to operate. In the financial years 
1948-9 and 1949-50 the betterment factor was to be 85° 
and for the financia] year 1950-1 it was to be 100%. 

39. These principles which were so clearly established in 
the profession’s favour provide judicial proof of the inten- 
tions underlying para. 6 of the Spens Report. 

40. The amount due to the profession including arrears 
for the period July 5, 1948, to March 31, 1952, alone 
amounted to over £39m. The magnitude of the sum itself 
illustrates the extent of the injustice which had been per- 
petrated since the National Health Service came into being. 
The actual award made by Mr. Justice Danckwerts on 
March 24, 1952, is set out in Appendix III. 


4. The Working Party on the Distribution of the Pool 


41. To complete this account of events at that time, it 
must be emphasized that, although the recommendations of 
the Spens Committee were concerned both with the size of 
professional incomes to be shared by general practitioners 
in a publicly organized Health Service and with the spread 
of those incomes over the range of general practitioners 
engaged in the Service, Mr. Justice Danckwerts was asked 
to adjudicate only on the total sum required to give effect 
to the recommendations and not with the manner in which 
that total sum should be distributed among the individual 
practitioners or the various categories of practitioners indi- 
cated in the Spens Report. 

42. The distribution of the new total sum available was, 
at the Government’s insistence, the subject of an indepen- 
dent and separate inquiry, undertaken by a Working Party 
consisting of representatives of the Ministry of Health, the 
Secretary of State for Scotland, and the General Medical 
Services Committee of the Association. 

43. Both the Ministry and the General Medical Services 
Committee agreed that the determination of the total sum 
required to give effect to the Spens recommendations was a 
matter which should be kept separate and distinct from the 
question as to how that total sum was to be distributed 
among the general practitioners concerned. This is borne 
out by the agreed terms of reference of the Working Party, 
namely : 
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To secure an equitable distribution of the Central Pool based 
upon the recommendations of the Spens Committee, the object 
being to enable the best possible medical service to be avail- 
able to the public, and to safeguard the standard of medical 
service by discouraging unduly large lists; at the same time, 
to bring about a relative improvement in the position of those 
practitioners least favourably placed under the present plan 
of distribution, to make it easier for new doctors to enter 
practice, and to stimulate group practice. 


44. The Working Party's report is set out in Appendix 1V 
and forms the present agreed basis of distributing the exist- 
ing Central Pool. 


B. HOSPITAL MEDICAL STAFFS 
1. The Consultant Spens Committee 


45. Before the introduction of the National Health Ser- 
vice in 1948 consultants (apart from the relatively small 
number employed in local authority hospitals) received no 
remuneration from their hospital authorities, and depended 
for their professional income upon the fees from private 
praciice. 

46. With the decision to introduce a “ free” hospital ser- 
vice which would to a large extent remove the consultants’ 
source of income it was necessary to find a satisfactory basis 
for their remuneration in the National Health Service. In 
1947 the Government set up a Committee, under the chair- 
manship of Sir Will Spens, with the following terms of 
reference: 

To consider, after obtaining whatever information and evi- 
dence we thought fit, what ought to be the range of total 
professional remuneration of registered medical practitioners 
engaged in the different branches of consultant or specialist 
practice in any publicly organized hospital and specialist ser- 
vice; to consider this with due regard to what have been the 
financial expectations of consultant and specialist practice in 
the past, to the financial expectations in other branches of 
medical practice, to the necessary postgraduate training and 
qualifications required and to the desirability of maintaining 
the proper social and economic status of specialist practice anJ 
its power to attract a suitable type of recruit, having rega'd 
to other forms of medical practice ; and to make recommenda- 
tions. 

47. It was clear that the establishment of a National Health 
Service and the acquisition by the State of the overwhelming 
majority of hospitals throughout the country would lead vir- 
tually to a State monopoly of hospital practice, and the 
evidence given to the Spens Committee of the range of 
consultant income in 1938-9 stressed that the financial posi- 
tion of the hospital doctor in the future should be deter- 
mined largely in relation to the position in the community 
he had attained under conditions of private enterprise. It 
was pointed out that if sight were to be lost of this important 
consideration it was likely to turn the attention of suitable 
entrants to other careers where financial reward is still 
dependent on personal effort and not subject to political 
considerations or to Government bargaining. Consultants 
gave their whole-hearted support and co-operation to the 
Consultant Spens Committee which reported in 1948 (the 
Report is set out in Appendix V). 

48. The recommendations of the Consultant Spens Com- 
mittee were accepted by both hospital medical staffs and the 
Government. The then Minister of Health (Mr. Bevan) 
stated in the House of Commons on June 3, 1948: 

The Report will be available to Honourable Members, | 
hope, to-morrow afternoon. I should like to add that the 
Government accept the recommendations in principle... . 


“ 


2. The Implementation of the Consultant Spens Report 


49. The Consultant Spens Committee, like the General 
Practitioner Spens Committee, framed its recommendations 
in terms of the 1939 value of money, and its intentions for 
the future were clearly set out in the following extract from 
its Report: 

We leave to others the problem of the necessary adjustmenis 
to present-day values of money, but we desire to emphasize 
as strongly as possible that such adjustments should have direct 
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regard not only to estimates of the change in the value o: 
money but to the increases which have in fact taken place since 
1939 in incomes both in the medical and in other professions 
In our judgment it is only if corresponding changes are made 
in the incomes of consultants and specialists that the recruit 
ment and status of the various branches of specialist practice 
will be maintained 


50. Since the Consultant Spens Committee completed its 
task,in 1948 only a few months before the introduction of the 
National Health Service, it followed that there was no oppor- 
tunity of negotiating terms and conditions of service for hos- 
pital medical staffs before the Service began Hospital 
medical staffs therefore entered the Service on interim terms, 
relying on the assurance of the Government that it had 
accepted the Spens Report in principle and in the expectation 
that the Spens proposals would be implemented retrospec- 
tively and adjusted by the addition of an adequate betterment 
factor. In the meantime, the Joint Consultants Committee 
(a Committee established in 1948 by agreement between the 
Royal Colleges, the Scottish Corporations, and the British 
Medical Association, to enable negotiations with the Govern- 
ment on matters affecting the hospital and consultant ser- 
vices to be conducted by one professional body) and the 
Ministry of Health had embarked upon a series of discus- 
sions on draft terms of service offered by the department in 
the light of the Spens Report 

$1. The Spens Committee recommended that there should 
be a basic incremental scale for consultants ranging from 
£1,500 to £2,500 and that in addition individual merit should 
be rewarded by means of special distinction awards. These 
awards of £500, £1,500, and £2,500 per annum were to be 
granted by the Minister on the advice of a national com- 
mittee of doctors and laymen, 20%, of consultants receiving 
the lowest award, 10% the second award, and 4% the highest 
award. All these recommendations were made in terms of 
1939 values of money 

$2. During 1948 and the early part of 1949 the Joint Con- 
sultants Committee was in dispute with the Ministry on a 
number of fundamental issues and did not feel able to advise 
consultants to enter into permanent contracts with their 
employing authorities. In July, 1949, the Ministry, intend- 
ing no doubt to bring matters to a head, wrote to the Joint 
Consultants Committee in the following terms: 

You will appreciate the impossibility of a situation in which 
consultants and specialists are continuing to be advised to post- 
pone entering into contracts, while being assured by us thar 
any solution will be retrospective for them. This is an aspeci 
that we shall be bound sooner or later to review and we want 
you to help us to make any such review unnecessary by joining 
us in speeding the solution 


53. The Joint Consultants Committee thereupon sought and 
obtained a number of assurances from the Ministry which it 
was hoped would give a measure of protection to consultants 
in the future, and subsequently felt able to advise hospital 
staffs to enter into permanent contracts based upon the 
Terms of Service 

54. The terms offered by the Ministry in 1949 were 
approximately 20%, above the incremental scale, but no 
betterment was attached to merit awards, which remained 
unaltered at the 1939 figure recommended by the Spens 
Committee. But worse was to come in 1954, for, as will be 
shown later, when hospital medical staff salaries were 
increased in that year a downward adjustment was made in 
the basic salary of consultants holding the highest or second 
merit awards, so that in effect these consultants suffered a 
reduction of £300 and £200 respectively in the value of these 
two awards. This inequity was increased still further in 1957, 
as the 5%, interim payment for consultants did not apply 
to merit awards. 

55. The Council is wholly opposed to this levelling down 
of the income of the most able members of the consultant 
profession, being of the opinion that the outstanding attain- 
ments and value to the community of this comparatively 
small group of consultants should be reflected in a high order 
of remuneration as in other walks of life. 
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56. Moreover, the Council believes that the special distinc- 
tion awards system is an appropriate method of rewarding 
the more able members of the consultant section of the 
profession and of ensuring that a significant minority have 
an opportunity to earn incomes comparable with the highest 
which can be earned in other professions. Only in this way 
can the best possible recruits be attracted to consultant prac- 
tice, and in the Council’s view such a method is indeed 
necessary as an incentive to efficiency. The attachment of 
higher salaries to specific hospital posts would not be a satis- 
factory alternative. It would create a false distinction 
between the work of different hospitals, and would tend to 
operate against the policy of the Government, and of the 
profession, to promote the establishment of a consultant 
service of equal standard throughout the country. 

57. It must be emphasized that at no time did consultants 
accept the 20% betterment factor arbitrarily imposed by the 
Ministry as implementing the Consultant Spens Report. The 
Government would not agree that in the Whitley machinery 
either party could go to arbitration without the consent of 
the other. This refusal has been continued to the present 
day. Consultants therefore have throughout had no right 
to arbitration on the implementation of the Consultant Spens 
recommendations, and, in common with the general practi- 
tioners at that time, they had no opportunity of contesting 
the Government's decision to impose an inadequate better- 
ment factor. 


3. The 1954 Award to Hospital Medical Staffs 

58. Subsequently, in 1952, after the Danckwerts Adjudica- 
tion had established that in the general practitioner field the 
betterment factor for the year 1950-1 should be at the level 
of 100°, over 1939, the Staff Side of Committee B of the 
Medical Whitley Council lodged a claim for a_ similar 
betterment for hospital medical staffs. It was, however, 
rejected by the Government, which once again refused to 
submit the claim to arbitration. Indeed, it was not until 1954 
that the Government decided to make an award to hospital 
medical staffs which had as its object a settlement of limited 
application—that is, that of protecting recruitment to the 
hospital service and of restoring to a limited extent, although 
not in precise terms of betterment, the balance between con- 
sultant and general practitioner remuneration which had been 
disturbed by the Danckwerts Award. Details of the 1954 
Award for hospital medical staffs are set out in Appendix VI 


CONCLUSION 

59. This historical survey of the profession's past negotia- 
tions with the Government shows—beyond all doubt—that 
both sections of the profession joined the National Health 
Service in 1948 on the basis of assurances by the Govern- 
ment that their future remuneration would be in accord with 
the principles set out in the two Spens Reports. 

60. It also places on record that the Government since it 
assumed responsibility for almost the whole of the profes- 
sion’s total remuneration has been reluctant to discharge 
its moral obligations, and such adjustments as have been 
made have only followed lengthy and bitter arguments and 
in one case a judicial arbitration, It is therefore not surpris- 
ing that the Government's conduct over remuneration in the 
past has left the profession with little confidence in it as an 
employer.” 


lt. THE PRESENT REMUNERATION CLAIM 
1. The 1956 Claim 


61. With the settlement of these outstanding differences by 
Mr. Justice Danckwerts and in the case of hospital medical 
staffs but to a lesser extent the 1954 Award, the profession 
looked forward to a period of financial stability and the 
continued fulfilment of the terms upon which it entered the 
Service. Unfortunately as time went on and inflation pro- 
gressed, it became increasingly obvious that neither the 
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100% betterment factor established by Mr. Justice Danck- 
werts nor the 1954 adjustment for hospital medical staffs 
was any longer sufficient to give effect to the Spens recom- 
mendations. 

62. The Spens betterment factor depended upon two sepa- 
rate issues—variations in the value of money and the extent 
to which the remuneration of other professions had increased 
—and it became increasingly apparent to the profession that 
there had been substantial changes in both fields since the 
Adjudicator determined the issue in 1952, and that an overall 
increase in the size of the Central Pool and a corresponding 
adjustment in the remuneration of hospital medical stafis 
was necessary. 

63. Some five years later the profession found itself in a 
situation where the value of its remuneration was again 
substantially below the standards laid down in the Spens 
reports. During these difficult years the profession had 
been reluctant, in view of the national situation, to press its 
case, but by January, 1956, it felt compelled to seek an 
adjustment in remuneration to enable doctors to keep 
abreast of the steep and continuing rise in the cost of 
living since April, 1951. 

64. The Minister of Health was so informed on February 
4, 1956, and a precise claim was submitted to the Ministry 
of Health on June 14 in that year (see Appendix VID). 

65. Subsequently, following discussions with Ministers and 
at the Ministers’ invitation, a supplementary memorandum 
was submitted on September 12, 1956, amplifying certain 
aspects of the claim (see Appendix VIII). 

66. These documents set out the grounds for the profes- 
sion’s claim for an increase of not less than 24°, in the 
Central Pool and in the remuneration of hospital medical 
staffs as at June, 1956. They also explain that, in claiming 
such an adjustment, the profession is doing no more than 
to seek the fulfilment of the Government's promises made 
to the profession when it agreed to enter the National Health 
Service in 1948. 

67. Subsequent developments have not altered the Asso- 
ciation’s view that these obligations remain binding upon 
the Government. 


2. The Claim Over the Period 1951-7 


68. The main burden of the evidence is already available 
in the carefully reasoned documents submitted to Ministers 
in June and September last year. These documents, however, 
show the extent of the claim only up to April, 1956, and 
need revision in the light of subsequent developments which 
have still further worsened the profession’s economic posi- 
tion. The following paragraphs (prepared by Professor 
R. G. D. Allen, C.B.E., M.A., D.Sc.Econ., Professor of 
Statistics in the University of London) bring the position 
up to date and set out concisely the present claim in terms 
of the percentage increases necessary in professional remun- 
eration year by year from April, 1951, to October, 1957. 

69. The changes which have taken place in the value of 
money over this period are best shown in reciprocal form, as 
increases in the price level as measured by the index number 
of market prices for all consumers calculated by the Central 
Statistical Office. The figures shown below are taken from 
the 1957 Blue Book on National Income and Expenditure. 
Since the index is only computed for calendar years, figures 
for months are to be obtained by interpolation and extrapola- 
tion by use of the Ministry of Labour index of retail prices. 


os j Price Index *, Increase 
Period | 1948 — 100 | from April 1, 1951 
Average 1950 105-9 
April 1, 1951 111-0 
Aver: 1951 3-2 
1952 } 1282 9-2 
1953 123-7 
” 1954 | 126-0 13-5 
1955 130-3 17-4 
1956 136-2 22:7 
April, 1957 139-5 
July, 1957 1423 | 27-7 
October, 1957 | 143-2 } 
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70. The percentage increases in prices from April 1, 1951, 
can now be expressed for financial years, by simple inter- 
polation between calendar years: 


Financial *. Increase in Prices 
Year | from April 1, 1951 

1951-2 47 

1952-3 9-8 

1953-4 

1954-5 

1955-6 18-7 

1956-7 | 24-0 

1957-8 29-0* 


* Based on price index for October, 1957 


71. This set of figures represents the Council’s claim— 
that is, the percentage increases in remuneration, year by 
vear,t required to give effect to the Spens recommendation 
on the decline in the value of money. In the first year 
(1951-2) following that covered by the Danckwerts award, 
remuneration should have been increased by nearly 5% to 
compensate for the decline in the value of money. This 
figure increases as shown until, in the current year (1957-8), 
the necessary increase is 29 

72. Thus at the present time an increase of 29% is re- 
quired to give effect to the recommendations of the Spens 
Reports. In addition the profession can equitably claim 
that the considerable underpayment of past years should 
now be made good 

73. A further memorandum by Professor Allen showing 
the changes which have occurred in the distribution of 
higher incomes over the period concerned appears in Appen- 
dix IX. This illustrates the Council's contention that there 
have been considerable changes in the distribution of higher 
incomes during the period now under review. 


3. The Doctors’ Contribution to the National Economy 


74. All the arguments so far adduced merely show the 
extent to which the profession's relative position in society 
has fallen short of the standards applicable in 1948 and 
ignore any changes which have taken_place in the economic 
position of the community as a whole. 

75. It is common knowledge that the standard of living 
of many sections of the community has undergone a con- 
siderable upward change in the post-war years. The extent 
of this movement can best be measured by reference to the 
Government's own statistical evaluation of the increase 
which has taken place in the national income over the period 
concerned—the accepted method of computing changes in 
the community's economic well-being. 

76. The following figures are from the 1957 Blue Book on 
National Income and Expenditure : 


Gross Domestic Product, United Kingdom 


1949 1950 , 195i 1952 1953 1954 | 1955 1956 
Aggregate product | 
By value (cur- 
rent factor 
cost) 107-0 | 111-0 | 123-5 136-0) 144-8, 153 9 | 163-6 | 176-2 

By volume | ; | 
(1948 factor 
cost) 104-4 107-4 112-0) 112-3 | 116-9 | 121-8} 125-9 


1948 


| 


127-6 
Working popula- | 
tiont 100-0 | 100-8 | 102-0 | 102-3 102-6 | 103-9 | 105-0 | 105-8 


Product per head 
By value (cur- 


rent fac or | | 
cost) 107-0 | 110-2 | 121-1 | 133-0} 141-2 | 148-2 | 155-9 | 166-5 


By volume | 
(1948 factor | | 
cost) 104-4 | 106-6 | 109-8 | 109-9 | 113-9 | 117-2 | 119-9 | 120-6 


¢ Including armed Forces and unemployed; Ministry of Labour data. 
tN.B.—Throughout this document figures relating to both the 
profession’s claim and present levels of remuneration ignore tie 
interim payments made by the Government earlier this year and 


require modification to that extent, 


| 


¥ 


164 Nov. 23. 1957 


77. Thus the national product has risen, between 1948 and 
1956, by 76.2% in money value and by 27.6%, in real terms 
This is far greater than the increase in population, so that, 
on a per-head basis, the rise is 66.5% in money and 20.6 
in real terms. The medical profession have a right to expect 
a share of this increase, not only from the point of view 
of their relative standards of living as members of the com- 
munity, but also because they have made their contribution 
to the increased productivity responsible for the rising 
national income, In fact, since the Danckwerts Award for 
1950-1 (and the 1954 adjustment for hospital medical staffs), 
their rewards have been unchanged in money and have 
declined considerably in real terms. While the standard of 
living of the community has been rising, that of the medical 
profession has been subject to a continuing fall 

78. On a wider view, the whole National Health Service 
has been squeezed year by vear The Guillebaud Com- 
mittee, in paragraphs 20-23 of their Report (Cmd. 9663, 
January, 1956), provide all the evidence necessary on this 
point. This is up to the time of that Committee's investi- 
gations (1953-4), and the position has not changed much 
since then 


Net Cost of the National Health Service. England and Wales 
! | 
1949-50} 1950-1 | 1951-2 | 1952-3 | 1953-4 
Net cost of N.H.S. (current | | | 
prices) £ mi'l 171-6 | 390-5 | 402-1 416-9 | 4303 


of gross national produc 175 +71 3.48 334 3.24 


Net cost of (1948-9 
prices) 369-8 388-3 374-1 3170-6 380-8 


79. The Guillebaud Committee concludes that “ the wide- 
spread popular belief that there has been an increase of 
vast proportions in both the money cost and the real cost of 
the National Health Service is not borne out by the figures.” 

80. The cost of the National Health Service has not there- 
fore expanded with the growth of economic activity, or 
with rising prices, in the community as a whole. This is in 
terms of cost ; it does not imply that the medical needs of 
the expanding economy are failing to be met. 

81. Certainly the rewards of those employed in the 
National Health Service have been kept down, though some 
(for example, nurses and domestic staffs in hospitals) have 
been awarded higher rates of pay. In the squeeze of the 
National Health Service the main impact has been on the 
medical practitioners themselves. 

82. Claims for higher pay by various groups are as often 
based on increases in productivity of the groups as on falls 
in their living standards occasioned by rising prices. For 
members of the medical profession the fall in standards of 
living is obvious enough. Something needs to be said about 
their “ productivity,” on the contention that doctors make 
a substantial contribution to the rising national income. 

83. The contribution of the medical profession to the 
national product (as indeed that of the National Health 
Service as a whole) can be viewed in two ways. First, 
doctors can be regarded as providing a direct service to the 
public. There is no doubt that in a free economy the public 
would be willing to pay more for their doctor's services out 
of higher incomes. As it is, this exercise of consumers’ 
preferences is blurred by the fact that the overwhelming 
majority of the population make use of the National Health 
Service. It therefore follows that doctors are entirely de- 
pendent upon the Government in that they are unable to 
adjust their fees to bring them into line with new con- 
ditions and thus participate in the rising national income. 
This is manifestly unfair if only because the higher incomes 
which flow from increased productivity result in a higher 
tax yield which could be made available to reward the 
doctor for the part he has played in making the increased 
productivity possible, 

84. Secondly, the medical services can be regarded as an 
important factor of production, like the services of entre- 
preneurs or skilled workers. Doctors maintain and improve 
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the health and efficiency of the working labour force, both in 
the factories and outside in doctors’ surgeries and in hos- 
pitals. Moreover, the Health Service is an investment, like 
workers’ training or plant and machinery, leading to in- 
creased productivity in the future ; this is particularly so in 
respect of the improvement in the health of children. 

85. It is possible to measure increases in the productivity 
of, say, engineers or shipbuilders, though not easy to decide 
whether they are due to more skill in working or to the 
provision of better equipment to work with. In any case, 
whenever productivity rises, the workers concerned have 
come to expect to be rewarded with higher pay. The 
“ productivity ” of doctors, however important it may be, is 
not easy to assess, still less to measure in precise terms 
Indeed, in contradistinction to the examples quoted above. 
although doctors now have the advantages of more modern 
equipment and powerful therapeutic agents their “ produc- 
tivity ” still depends mainly upon the efforts of the individual 
doctor himself. There can be no doubt that advances in 
medical knowledge and practice have taken place, with a 
consequent improvement in the health of the community 
Medical research and the skill of doctors have undoubtedly 
resulted in the higher expectation of life and relative free- 
dom from epidemics, and these are positive assets to the 
country, tending to raise its productive capacity. 

86. The effect of the doctor's work is therefore to be 
seen, not only in comfort given to the sick, but also as a 
direct contribution to higher productivity of the country’s 
labour force, and the Council submits that the medical pro- 
fession has every right to participate in the benefits which 
are now enjoyed by other sections of the community 


4. Other Aspects of the Remuneration Claim 
(a) Comparison With Other Professions and Occupations 


87. All that has been said so far relates to the more factual 
aspects of the remuneration dispute, and the Council submits 
that these in themselves are quite sufficient to establish its 
view that a substantial increase in remuneration is urgently 
necessary both as a matter of justice and to safeguard 
the future status of the medical profession. 

88. The original terms of reference of the Royal Com- 
mission required it to compare the remuneration of doctors 
in the National Health Service with the remuneration of 
other professions and of people engaged in connected 
occupations. 

89. The Council wishes to record its view that such a 
narrow determination of the claim would be in direct con- 
flict with the principles agreed by the Government when 
the profession entered the National Health Service. The 
recommendations of the Spens Committees were determined 
not on the basis of a narrow comparison with other pro- 
fessions but on a basis of free enterprise and competitive 
economy. They placed the medical profession in its proper 
relative place in the community, and it is on this basis that 
its remuneration should still be assessed. 

90. Indeed, the phraseology of paras, 6 and 2 respec- 
tively of the General Practitioner and Consultant Spens 
Reports which referred to increases in other professions and 
the association of those increases with recruitment and status 
obviously by the use of the word “ increases “ intended that 

(1) The medical profession should maintain its status in the 
general community ; 

(2) The medical profession should not be outpaced in com- 
petition for its proper share of the best recruits. 


91. It would be quite wrong to interpret the word “ in- 
creases ” as equivalent to the word “ changes.” The intention 
of the Spens Committees was not that the remuneration of 
doctors in the future should be compared with the earnings 
of other professions but that their place in the community 
and the ability of the profession to attract recruits of a suit- 
able calibre should not be impaired by increases taking place 
in the incomes of other professions still operating in a 
competitive market. 
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(6) Medical Training and its Bearing on Remuneration 


92. Another important factor to which the Council wishes 
to refer is the nature and length of the doctor's training. This 
factor is, for a number of reasons, closely bound up with 
future levels of remuneration in the medical profession. 

93. First, the Spens Committee -eferred to the length of a 
doctor’s training as one of the main reasons for its recom- 
mendations on the financial rewards of medical practice. 
The same arguments hold good to-day—indeed, they are 
strengthened by the increase which has taken place in the 
length of medical education. 

94. Second, in any profession or occupation earning power 
must continue to reflect the length and nature of training, ot 
recruitment is bound to suffer. 

9S. Third, if the Commission in pursuance of its terms of 
reference seeks to compare the remuneration of the medical 
profession with that of other professions and connected 
occupations this question is paramount. 

%6. In all professions, the period of training is lengthy 
by comparison with most other walks of life. This is particu- 
larly so in medicine. where the minimum period of training 
is NOW six years. In some cases the full period of training 
is undertaken in the medical school. In others the boy 
remains after the normal leaving age and takes his pre- 
medical subjects at school before commencing upon five 
years’ minimum undergraduate training. Normally full train- 
ing takes seven years. In addition, there is one year’s com- 
pulsory hospital work (which in practice often extends to 
18 months or more) before full registration is achieved and 
the newly qualified doctor can commence upon his chosen 
career. In fact, this period is normally lengthened by the 
holding of further junior appointments in the hospital service 
before the young doctor is in a position to decide upon the 
field in which to make his permanent career. 

97. The Council has already expressed its view that a 
simple comparison between the earnings of doctors and the 
remuneration enjoyed by other “comparable” professions 
would be fallacious and contrary to the principles laid down 
by the Spens Reports. In the Council's view it is far more 
important that if comparison must be made it should be 
made in relation to the community as a whole-—quite apart 
from the obvious difficulties of deciding what is or is not 
a “comparable profession.” In many professions the new 
entrant is remunerated whilst he is learning his job and 
studying for his qualifying examination. No exact data are 
available to show the average age at which provisional 
registration is achieved, but from information received it 
appears to be 24. 

98. The Council would again emphasize that the General 
Practitioner Spens Committee, in framing its recommenda- 
tions, drew attention to the length of the doctor's training 
and instanced this as one of the reasons for its view that 
incomes in general practice should be increased. Since then, 
the addition, in 1953, of one year’s compulsory hospital train- 
ing before full registration has further lengthened the qualify- 
ing period. This factor, had it then been in operation or 
anticipated, might well have influenced the Spens Committee 
to augment its financial recommendations. 

99. Again. the age at which a doctor succeeds in estab- 
lishing himself in independent practice would appear to be 
increasing, For example, though not applicable to all 
methods of entry into general practice, the Medical Prac- 
tices Committee, in its fifth report, showed that the average 
age of applicants for practice vacancies advertised during 
the last six months of 1953 was 374 years, that of selected 
applicants being 364 years. Unfortunately the Council is 
not yet in a position to provide evidence about the average 
age of entry into general practice through other channels. 
It is. however, seeking this information, and, though it is 
expected to show a lower figure than that for advertised 
vacancies, the average age of entry must inevitably have 
increased since pre-war. . 

100. Again, in hospital practice the career prospects of 
the aspiring consultant have not been as envisaged by the 


EVIDENCE TO ROYAL COMMISSION 


SUPPLEMENT 10 THe 165 
BRITISH MrDICAL JoURNAL 


Spens Committee, and this has had serious financial reper- 
cussions upon both current and total professional earnings. 
The Spens Committee assumed that after a young practi- 
tioner had completed his house appointments he would 
normally serve one year as a junior registrar (now senior 
house officer), two years as a registrar, and three years as 
a senior registrar, and—on the average—obtain a consultant 
post at about the age of 32. In practice the aspiring con- 
sultant is unlikely to obtain a consultant post before the 
age of 35 or 36, and many consultants do not obtain their 
first appointment until they are 40 years of age or more. 
After devoting two years at the beginning of his professional 
life to National Service he may well have to spend four 
or more years as a registrar while waiting for a senior 
registrar appointment. At the end of a further four 
years as a senior registrar (particularly in the fields of 
general medicine and general surgery) he will be faced with 
severe competition in seeking a consultant vacancy, and will 
count himself fortunate if he is able to do no more than 
retain a senior registrar appointment while awaiting a con- 
sultant post. Many senior registrars, however, have been 
forced by economic circumstances and the keen competition 
for consultant appointments to accept S.H.M.O. posts. Many 
of them have little prospect of further advancement, and, 
despite their qualifications and experience, may remain as 
S.H.M.O.s throughout their careers. 

101. This means that very able men with higher qualifica- 
tions and considerable experience in their chosen specialty 
—of which the hospital service has the greatest need—are 
subsisting at a salary level designed for a practitioner of 
lower age and attainment. This handicap remains with 
him always, and the total career income of the doctor is 
affected. Furthermore, if eventually the doctor goes into 
part-time consultant practice, this loss in total life earnings 
is reflected in his pension because of the late age in reaching 
consultant status and salary, and of the fact that retirement 
is compulsory at age 65. This problem needs urgent atten- 
tion, for it is most desirable that a consultant position should 
be attained as early as possible once the practitioner is of 
consultant quality. Moreover, if the senior registrar who has 
completed his training, and is in all respects suitable for 
a consultant post, is not appointed to one, then inevitably, 
as time passes, the competition from younger—and equally 
but no more able—men becomes more keen, and the older 
man tends to find himself passed over. 

102. Hospital boards have a discretionary power to ad- 
vance the starting salary of a doctor appointed to a con- 
sultant post after the age of 32. If boards exercised this 
power more generously it could go some way towards 
meeting the problem referred to in the two preceding para- 
graphs. At the present time, however, in the face of com- 
peting demands on their finances many boards use this 
power very sparingly. 

103. It will be clear, from what has been said above, that 
doctors, notwithstanding the length and exacting nature of 
their training, are not becoming established in independent 
general practice or as consultants in the hospital service until 
a relatively late stage in their professional life. 

104. This deferment of earning power also has repercus- 
sions on superannuation. In the field of general practice the 
Superannuation Scheme involves a special method of cal- 
culating pension rights which are based upon 14% of the 
total superannuable remuneration over a general practi- 
tioner’s period of service. The same principle applies to part- 
time consultants undertaking up to nine sessions per week. 

105. The later age at which the student now enters uni- 
versity and the longer period of medical training reduce 
the number of effective earning years. When to this factor 
is added the low rate of income during the long period 
before the doctor becames established it will be seen that the 
doctor is placed at a disadvantage in comparison with those 
whose superannuable employment begins at an earlier age 
and whose pensions are determined by earnings in the imme- 
diate pre-retirement years—almost invariably their maxi- 
mum—and particularly where earnings have been modified 
to allow for the diminishing value of money. 
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IV. LIFE, DUTIES, AND RESPONSIBILITIES IN 
MEDICAL PRACTICE 


4. THE PLACE OF MEDICINE 
COMMUNITY 


106. The various aspects of the problem so far dealt 
with in this memorandum have in the main been confined 
to the remuneration claim itself, and it is necessary to say 
something about a doctor's duties and responsibilities, and 
the contribution which medicine has made to the com- 
munity. 

107. The first concerns of medicine are maintenance of 
health, prevention of illness, and restoration of the sick. 
Modern developments in medical practice have brought 
great benefits to the patient, and the community has gained 
from the decreased incidence of disease, shorter periods of 
illness and incapacity, more and better working years, and 
a greater expectation of life. These benefits have developed 
over the years and existed long before the State became in- 
terested in and financially responsible for the health and 
welfare of its individual citizens. 

108. With the introduction of the Welfare State medicine 
has come into increasing prominence as a factor in the 
national economy. The Beveridge Report laid down “ that 
a comprehensive National Health Service wiil ensure that 
for every citizen there is available whatever medical treat- 
ment he requires.” Also that as “a logical corollary to the 
payment of high benefits in disability that determined effort 
should be made by the State to reduce the number of cases 
for which benefit is needed.” And again that the individual 
must “recognize the duty to be well.” In the existing 
national economy the ambition to maintain and improve 
the standard of living is closely linked with the health of 
the nation as a whole and the individual in particular, and 
on these factors, as has been stressed elsewhere in this memo- 
randum, a large measure of the productivity of the country 
depends. The responsibility placed on the medical profes- 
sion at the present time is greater than it has ever been 
for whilst there is still the accepted and direct duty of the 
doctor to his patient there is now a greater indirect respon 
sibility for national health, 

109. The medical practitioner has at times been referred 
a “technician.” This is a complete misconception of 
the doctor's duties and responsibilities. It is true that medi- 
cine calls for the use of techniques, but the practice of a 
technique involves no more than the accurate repetition of 
a known procedure. Medicine, however, embraces far more 
than this and is at its best only if each case is viewed as a 
problem of the interaction of the variable factors of disease 
and the constitution of the individual patient. 

110. A doctor working in the National Health Service is 
remunerated by the State for the services that he provides, 
but this does not necessarily represent the whole of his pro- 
fessional activity or his value to the community. A high 
standard of remuneration and satisfactory conditions of ser- 
vice are essential if sufficient recruits of the proper quality 
are to be attracted to medicine, and at the present time the 
relative attractions of other professions and occupations to 
a boy with scientific leanings have to be taken into account. 
Moreover, the comparative freedom of members of other 
professions to change employment or to move from one 
area to another must be weighed against the monopolistic 
control which virtually exists in medicine to-day and iso- 
lates doctors from such freedom. If the remuneration of 
the profession is progressively and relatively reduced there 
can be little incentive, other than that of vocation, for an 
entry into medicine. In other parts of the world where the 
salaries of the medical profession have been “ pegged ” 
during an inflationary period there has been a marked fall 
in quality of the entry of medical students 

111. The special responsibilities of a doctor, as compared 
with most professional men, need to be stressed. The medi- 
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cal practitioner is at all times on demand and accepts con- 
tinuous responsibility for the medical care of his patients. 
He cannot definitely state that at any given time his work 
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will be finished, nor can he delegate any of his professional 
activities except to a colleague. The disruption of family 
life is well recognized and interruptions are frequent. In 
spite of this every doctor has to keep abreast of current 
advances in medicine and to find time for reading and study. 
The tradition of medicine imbues its practitioners with a 
sense of responsibility and independence which must be 
encouraged and preserved. 

112. Medicine will no doubt continue to gain recruits who 
are attracted by the interest and ideals of the profession, 
but many men of the type needed in medicine and who 
would have embarked on a medical career may fail to do 
so if the financial inducement is inadequate. 

113. In the Council's view the difficulties of life in medi- 
cal practice, the heavy and unique responsibilities entailed, 
combined with the length of training, place the doctor in 
a special position in the community—a factor which was 
clearly recognized by the Spens Committees and which 
formed the basis of their recommendations. 

114. In the modern state those who practise medicine 
have a responsibility additional to their clinical work in 
relation to the individual patient. The vast fields in which 
medicine now plays a part are clearly indicated by the need 
for medical advice in so many State Departments and the 
impact of the medical angle in legislation. The practising 
doctor therefore in his daily work has to be fully alive to 
the broad social responsibilities of medicine. If the clinical 
practice of medicine is not maintained in a healthy and 
thriving condition, if its status is diminished, if its rewards 
are not such as to attract recruits of the right calibre, then 
the advice on which the community depends for future 
social progress is not long likely to remain of high quality. 

115. The Council submits that the considerations which 
so greatly influenced the Spens Committees are unchanged 
to-day and cannot be disregarded in any assessment of the 
status and remuneration of the medical profession. 


B. HOSPITAL MEDICAL STAFFS—DESCRIPTION, 
DUTIES, AND RESPONSIBILITIES 


1. Structure of Hospital Medical Staffing 


116. The hospitals in the National Health Service may be 
classified as follows: undergraduate and postgraduate teach- 
ing hospitals ; general hospitals, providing a full range of 
specialist treatment; special hospitals, devoted to specific 
diseases—for example, cancer; mental hospitals; chronic 
sick hospitals; general practitioner (or cottage) hospitals : 
infectious disease and chest hospitals and sanatoria. 

117. The cottage hospitals are staffed by general practi- 
tioners who for the most part use the beds therein to pro- 
vide institutional treatment for patients who do not require 
specialist treatment, but who for medical or social reasons 
cannot so effectively be treated at home. Consultants are 
often attached to such hospitals to give advice at the request 
of the general practitioner, and in some of these hospitals 
some specialist services are available. 

118. While the general pattern of medical staffing is simi- 
lar in all hospitals with a consultant staff, that of the teach- 
ing and major non-teaching hospitals is necessarily modified 
because it is in them that the training of registrars and 
particularly senior registrars is usually conducted. 

119. In the mental hospitals, and infectious diseases and 
tuberculosis sanatoria, a medical superintendent is normally 
appointed as the chief administrative officer of the hospital. 
Usually this officer has a mixture of clinical and admini- 
strative duties, though in a small number of cases his duties 
are solely administrative. 

120. Members of hospital medical staff are engaged under 
contract with hospital authorities, and on a salaried basis, 
but their position vis-d-vis the hospital administration is 
unique. Upon the consultant, and through him the medi- 
cal staff generally, rests the final responsibility for deciding 
upon the treatment of patients. Medical considerations are 
of primary importance in the treatment of hospital patients. 
and all hospital administration must be subservient to this 
end. 
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121. The clinical work of hospitals is carried out by doc- 
tors who fall into two groups—that is, permanent and tem- 
porary. University whole-time teaching staffs whose duties 
involve work in the hospital service usually have an honorary 
contract with the hospital board. ‘ ) 

122. The senior medical staff are employed under so- 
called permanent contracts. With few exceptions (for 
example, the cottage hospital, in which general practitioners 
continue the treatment of their patients who need institu- 
tional care) the general responsibility for the treatment of 
patients in hospital wards and out-patient departments rests 
with consultants. 

123. The only other senior permanent appointment on the 
hospital medical staff is the senior hospital medical officer. 
This grade, which is for medical staff who are described as 
“senior officers performing clinical duties who are not of 
consultant status and not registrars,” was introduced at the 
beginning of the service as a transitional grade for certain 
types of medical officer transferred from the ex-local 
authority hospitals, and for other doctors with limited quali- 
fications, having experience or responsibility in a narrow 
field. 

124, The grade was accepted by the profession on this 
understanding, but when the Ministry instructed hospital 
boards to appoint professional committees to review the 
grading of hospital staffs prior to the offer of permanent 
contracts in the new service, it was found that the grade 
was widely used for the grading of medical men who had 
previously been undertaking hospital work with full clinical 
responsibility. Since the inception of the service many new 
appointments have been made in the grade following adop- 
tion of the document R.H.B. 50/96 of men with qualifica- 
tions and experience equal to that of their consultant col- 
leagues. 

125. Appointments in the two senior grades may either be 
part-time with the right to engage in private or other 
practice, or whole-time. 

126. Appointments are regarded as secure until the retiring 
age as defined in the Terms of Service, and a consultant or 
senior hospital medical officer has a right of appeal to the 
Minister of Health if he considers his appointment is being 
terminated unfairly. Alteration of contract is mainly 
occasioned by local reorganization of the hospital service. 
The Minister has laid on hospital boards a moral obligation 
to do all that they can to find suitable alternative work for 
consultants or senior hospital medical officers whose con- 
tracts are terminated, or whose sessions are reduced, but 
in practice the fulfilment of this moral obligation has given 
rise to certain difficulties. 

127, The junior grades are regarded as temporary, with 
periods of tenure varying from six months to four years 
or more in the case of the senior registrar. House officer 
appointments are resident, as are also many registrar and 
senior registrar posts. 

128. A more detailed description of the various grades is 
set out below. 


2. Consultants 


129. The hospital consultant stems from the hospital 
physician or surgeon whose origins are very far back in 
medical history, in fact to the time of the sixteenth and 
seventeenth centuries, when the Royal Colleges of Physicians 
and Surgeons were founded. 

130, The different types of hospital physician and surgeon 
have multiplied in modern times so that there are now 
consultants practising highly specialized branches of their 
subject. Associated with these has steadily grown up a 
group of hospital consultants who are of similar professional 
attainments and whose work is ancillary to the bedside 
care of and responsibility for patients (for example, 
pathologists, radiologists, bacteriologists, and anaesthetists). 

131. The postgraduate training for the potential consultant 
is long, exacting, and competitive. He will hold a series 
of house appointments immediately after qualification, and 
will then be appointed to posts of higher responsibility in 
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the registrar grades. He may be a registrar for two or 
more years, and a senior registrar for a further four years, 
and during this part of his training his degee of responsi- 
bility steadily increases, 

132. In addition the aspirant to a consultant post must 
acquire the higher qualifications appropriate to his chosen 
specialty. Only a part of the necessary study may be 
undertaken while holding a hospital post. after which the 
doctor is invariably compelled to take tine off to attend 
a course at his own expense, It is also desirable that some 
time should be devoted to research. 

133. The consultant is thus one who has undergone the 
appropriate postgraduate training designed to produce 
a man of wide clinical and practical experience, with full 
academic qualifications in his specialty and as great a know- 
ledge of his subject as possible. 

134. The consultant is the leader of a team which the 
hospital provides for the fullest treatment for the sick. This 
principle of consultant responsibility for work in a modern 
hospital is fundamental. Upon it the quality of hospital 
medical service directly depends. Sufficient consultants 
should always be appointed for this to be a reality in prac- 
tice. Similar considerations apply in the staffing of the 
diagnostic and other special departments (for example, 
pathology, radiology). The consultant is in charge of a num- 
ber of beds, of a department, or both, and the junior mem- 
bers of his team are his assistants, and are responsible to 
him, 

135. The word “consultant” defines the function of a 
hospital doctor of this status in relation to general practi- 
tioners, as regards both hospital and private practice. The 
consultant is not normally approached direct by the public, 
but, just as a barrister accepts his clients from a solicitor, 
so the consultant receives his patients in private practice 
from the general practitioner. He advises and helps the 
latter in the treatment of his patients. As far as the hospital 
is concerned consultants receive their patients in most in- 
stances from general practitioners through out-patients, or in 
the case of an emergency direct into the hospital beds. 

136. By virtue of his professional authority the consultant 
carries, in addition to his purely professional responsibilities, 
considerable responsibility for advising and guiding the hos- 
pital administrative authorities on matters of policy and 
development. The incidence of these duties varies from time 
to time, and is often heavy. It adds considerably to the 
service rendered by the consultant to his hospital. 

137. Consultants are chiefly responsible for the clinical 
teaching of undergraduate and postgraduate students and of 
various types of auxiliary workers and do much of such 
teaching themselves. They are also in a large part respon- 
sible for the advancement of medicine by research. The 
position of such persons in the community and the remunera- 
tion they receive should be commensurate with their 
authority, responsibility, and abilities. It is most important 
for the future of medicine that nothing should happen to 
diminish this status or the standard required of persons 
holding it. 


3. Senior Hospital Medical Officers 


138. The senior hospital medical officer grade was not 
referred to in the Spens Report, and it was common ground 
between the Joint Consultants Committee and the Ministry 
that after being used initially for the assimilation of medical 
staff already engaged in the hospital service the need for 
the grade was temporary and that the numbers in it should 
diminish. 

139. In 1949-50, in order to clarify the future use to be 
made of the grade, discussions took place between the 
Ministry and the Joint Consultants Committee which resulted 
in the issue of circular R.H.B. 50/96—Appendix X—defining 
those posts in the medical establishments of hospitals which 
might be designated in the senior hospital medical officer 
grade. This circular is still operative and a considerable 
number of new appointments have been made in accordance 
with a varying interpretation of its provisions. 
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140. The senior hospital medical officer grade therefore 
includes : 

(a) Doctors employed before 1948 by local authorities 

(b) A number of general practitioners who were work- 
ing in hospitals in 1948, especially in the provinces and 
country districts, where it was customary for suitably 
qualified or experienced doctors to combine general prac- 
tice with the practice of a specialty in the local hospital. 
A number of these have subsequently given up general 
practice and are now engaged solely in their specialty. 

(c) Senior hospital medical officers appointed following 
the adoption of the circular R.H.B. 50/96. 


141. Categories (a) and (b), therefore, consist of those 
practitioners who were given the personal grading of senior 
hospital medical officer on their individual qualifications 
and experience, but it does not follow that the posts they 
hold are necessarily of senior hospital medical officer status. 
Indeed, of the 2,000 senior hospital medical officers graded 
as such in the early days of the Service some 680 held 
appointments in specialties where the grade is no longer 
permitted. It can therefore be expected that when they 
retire they will be replaced by consultants. Inevitably some 
of the other graded senior hospital medical officers, in 
specialties where the grade is permitted, are also occupying 
posts which would more appropriately be filled by con- 
sultants. 

142. Many of the 2,000 originally graded as senior hospital 
medical officers felt that they had been unjustly treated and 
should have been placed in the grade of consultant. Some 
mistakes in grading were undoubtedly made, and a number 
of senior hospital medical officers have been upgraded as a 
result of further grading reviews. 

143, Some of the senior hospital medical officers who are 
in the grade on the basis of their personal grading are known 
to be occupying consultant posts, or to be working with full 
and independent authority. Committee B of the Medical 
Whitley Council has recently agreed to undertake a review 
of such senior hospital medical officers with a view to secur- 
ing that those who are satisfactorily discharging consultant 
duties shall be paid on the consultant salary scale. In this 
empiric manner an attempt is being made to deal with one of 
the problems of the grade, which is the absence of any 
machinery for ensuring just treatment for the senior hospital 
medical officer who with the passage of time fits himself 
for the consultant employment which he is undertaking. 

144, It is in category (c) that expansion of the senior 
hospital medical officer grade has taken place. The Council 
feels that the time has come to re-examine circular R.H.B. 
50/96 in the light of experience and of changes in the 
training programme for consultants. The temptation to 
effect a financial saving by appointing senior hospital 
medical officers instead of consultants is a very real one, 
especially where the reasons for the defined limited field of 
the senior hospital medical officer are not fully appreciated. 
The Council believes that the grade has been exploited. The 
gerade has expanded considerably by the appointment of 
senior hospital medical officers under circular R.H.B. 50/96, 
and many of these senior hospital medical officers have 
all the qualifications and training of the consultant and are 
engaged in duties and responsibilities indistinguishable from 
those of the consultant. Appointments in the senior hos- 
pital medical officer grade should in the future be strictly 
confined to certain special and narrow fields of limited re- 
sponsibility, and apart from these exceptions there should be 
no career grade in the hespital clinical service other than 
that of the consultant. 

145. The senior hospital medical officer enjoys the same 
security of tenure in his appointment as the consultant, but, 
though a senior permanent grade, it is felt that it carries 
an_ unwarranted stigma of professional inferiority and there 
is throughout the grade great dissatisfaction regarding status, 
prospects, and remuneration. 

146. The senior hospital medical officer circular does not 
operate in Scotland, and in that country there are no hard 
and fast rules governing the appointment of senior hospital 
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medical officers. This has led to some criticism by the 
profession in Scotland that senior hospital medical officers 
have been appointed in place of consultants. 


4. Junior Hospital Medical Officers 


147. The junior hospital medical officer grade was created 
chiefly for practitioners employed in mental hospitals and 
tuberculosis and infectious diseases sanatoria, and who exer- 
cise junior functions under supervision. Originally a per- 
manent grade, it has recently been used, in agreement with 
the Ministry, for short-term appointments of up to four 
years’ tenure. There are fewer than 500 doctors in this 
grade, which should disappear if satisfactory agreement can 
be reached on hospital medical staffing. 


5. Senior Casualty Officers 


148. In some hospitals where it has been found desirable 
to appoint a casualty officer with rather more experience 
than the type of doctor usually appointed, a senior casualty 
officer may be appointed at a salary within the salary range 
of the senior hospital medical officer. The appointment is 
a temporary one for a period not exceeding four years. The 
type of candidate usually appointed to such a post is a senior 
registrar in general or orthopaedic surgery who has com- 
pleted his training and is waiting for an opportunity to 
obtain a consultant post. 


6. Senior Registrars 

149. The senior registrar grade is the training grade for the 
future consultant. Appointments in the grade are essentially 
of limited duration, as the senior registrar is being trained 
and is training himself for a consultant post. The normal 
tenure of a senior registrar post is four years, subject to 
annual review. 

150. The senior registrar occupies a responsible position. 
He may well have held five or six years of postgraduate 
hospital appointments before becoming a senior registrar, 
and gains his appointment in open competition. He com- 
monly holds the academic qualifications of a consultant, and 
in common with the consultant his duties often include the 
teaching of medical students. 

151. The problems of this grade have been considerably 
increased with the National Health Service. In the beginning 
of the Service members of the grade multiplied out of pro- 
portion to the clinical or training requirements. Large num- 
bers of young men coming out of the Forces after the war 
availed themselves of the opportunity of coming back to 
spend a period of time in hospital under the postgraduate 
further education scheme. During this time they read for 
and obtained higher qualifications ; at the same time they 
did a useful job of work in the hospital service. Their 
value in this respect was quickly recognized, and the service 
of these same men was retained by making them senior 
registrars or registrars. Many of these posts became a 
permanent part of the hospital establishment after their 
original holders had left them. There have thus been so- 
called training posts far in excess of the prospective num- 
bers of consultant vacancies. It was hoped in the expan- 
sionist mood of the immediate post-war years that the con- 
sultant establishment would enlarge correspondingly and that 
there would be a consultant career for a high percentage of 
these men. 

152. This hope has not been realized in practice. Despite 
the expansion which has taken place in the consultant service, 
there are now large numbers of fully trained senior registrars 
in the major specialties with little prospects of becoming 
consultants in the National Health Service. Some of these 
men are being held in what are known as “ transitional” 
posts. 

153. It is necessary that in the future the numbers of 
senior registrars shall be closely related to estimated con- 
sultant vacancies. 
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154. There has been considerable abuse of this grade since 
the Service began, particularly in general medicine and 
general surgery, which are the basic clinical grades and 
attract most of the ablest men who desire to become con- 
sultants. A large number of senior registrars have been 
carrying consultant responsibilities without supervision, and 
the establishment of consultant physicians and surgeons 
has not been increased to meet all hospital requirements. 

155. The appointment of more consultant physicians and 
surgeons and a corresponding reduction in the numbers of 
senior registrars is very much overdue. In this alteration of 
ratio lies the solution to the career problem, and the net 
financial cost, if this is done with efficiency, should not be 
very great. 


7. Registrars 


156. The registrar, as distinct from the senior registrar, 
holds office for a period of two years, but hospital authorities 
have a right to reappoint him for successive periods of 
two years if they wish in the same or in another specialty. 
The numbers are not restricted, and, although probably 
most registrars have, as their ambition, an eventual con- 
sultant career, it is only a proportion of them that succeed 
in gaining promotion in the hospital service. The same 
problems that affect senior registrars to a considerable ex- 
tent affect the registrar also. If he holds a post for two 
periods of two years, or even more (some registrars have 
held appointments in the grade for six or seven years), he 
is usually in possession of higher medical or surgical quali- 
fications and in some instances may even be doing work 
that should be done by a consultant. He is the victim, 
therefore, of problems similar to those of his more senior 
colleague, the senior registrar. Moreover, when hospital 
boards reduced the number of senior registrars on the in- 
structions of the Ministry in 1951-2, the number of registrars 
increased. This has tended to aggravate the promotion 
problem. The number of applications for registrar appoint- 
ments is gravely falling off. The duties of the registrar may 
include the teaching of medical students. Like the house 
officer (see below) he is often resident, and his hours of 
duty are long and onerous. 


8. House Officers 


157. The grade of house officer has been long established 
in hospitals in this country. The house officer has, in the 
past, been paid little, as his post has been looked upon 
essentially as an educational appointment preparatory for 
any branch of medicine. The majority of men holding 
house posts do not continue in the hospital service, but the 
holding of such posts is desirable in whatever branch of 
the medical profession the practitioner proposes to make 
his career. The newly qualified doctor must hold two 
house appointments before he can be fully registered as a 
medical practitioner. Thereafter further house posts may 
and are invariably held by the fully registered medical 
practitioner. 

158. Circumstances to-day have altered also in other ways. 
A percentage of house officers now are married and have 
families. Apart from house appointments being preparatory 
posts, the changes in medicine and surgery have made it 
necessary that there should be increasing numbers of house 
officers to deal with the essential work of a modern hospital. 
Being a resident doctor, he is on call for emergencies at all 
hours of the day or night, and commonly works for long 
hours. Hospitals could not function without him. With 
the high cost of living to-day it is therefore essential that 
he should receive an adequate income. 

159. The house officer (or senior house officer) should not 
to-day be paid as a postgraduate student. He has already 
completed six years as a medical student and his duties are 
of a responsible nature, including the completion of statu- 
tory certificates and attendance at court. Certainly in any 
post-registration house appointments that he holds he should 
be paid a fair income for the actual work that he does. 
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9. University Whole-time Teaching Staff and Research 
Workers 


160. It is estimated that there are approximately 2,000 
medical teachers and research workers (including professors) 
in the following categories : 


(a) those who instruct medical and dental students in the 
basic scientific subjects and have no clinical commitments ; 

(b) those who instruct medica! students in their clinical years 
and who also carry out duties, with or without an honorary 
contract, in the National Health Service hospital service ; 

(c) research and laboratory workers with no teaching com- 
mitments rhany of whom are employed by the Medical Re 
search Council—this group includes some of the staff of the 
Public Health Laboratory Service. 


161. Many medical teachers, particularly those in category 
(+) above, also carry out duties within the National Health 
Service which are identical with those of their National 
Health Service colleagues. 

162. The work of medical teachers and research workers 
determines the present and the future of medical practice 
and research in this country. It is essential therefore that 
recruitment and standards should be maintained, if not 
improved. 

163. The remuneration of these doctors is largely related 
to that of university staff as a whole and is based on scales 
recommended by the University Grants Committee, 

164. The University Grants Committee is believed to 
have taken into consideration National Health Service rates 
of pay, but parity has not been achieved at any level. 

165. In many areas certain of the services of special 
departments (particularly pathology) are the responsibility 
of university staff with honorary contracts in the National 
Health Service. The effect of their being remunerated at a 
lower level than that of National Health Service colleagues 
is that the teaching hospitals for which the work is carried 
out are obtaining the services of consultants and assistants at 
very much cheaper rates than obtain in other hospitals. 
This is at the expense of the university personnel employed. 


C. GENERAL PRACTICE 
1. The Scope and Arduous Nature of General Practice 


166. The nature of the general practitioner’s calling is 
such that it is wellnigh impossible simply by referring to 
certain tasks and responsibilities to define the precise extent 
of his duties. He is in fact responsible for the overall 
medical care of his patients at all times of the day and 
night, and irrespective of age and whether conditions is 
liable to be called upon to meet any contingency which may 
arise in the area of his practice. Whilst it is true that a 
general practitioner has the facilities of the hospital service 
behind him and domiciliary consultations are available 
under the National Health Service, the fact that a consul- 
tant opinion is sought in no way implies that the care of 
the patient is no longer the responsibility of the general 
practitioner. Indeed, in an emergency the general prac- 
titioner must be able to cope with a serious case under 
adverse conditions, and the skill and care which he then 
extends may make all the difference to the patient's chances 
even if subsequently transferred to the hospital service. 

167, The general practitioner bears a heavy burden of 
responsibility, for, unlike members of other professions, he 
must be on call for twenty-four hours a day and is respon- 
sible for making his own deputizing arrangements on the 
infrequent occasions when he is able to escape from his 
practice. This continuing responsibility which the general 
practitioner accepts as part of his calling is in sharp con- 
trast with the general tendency in other walks of life—for 
example, the Civil Service, where following the report of 
the Priestley Commission a five-day week was recently intro- 
duced and taken into account in fixing salary scales. The 
extension of automation, which can have little effect on the 
general practitioner's work, will accelerate this tendency 
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for a shorter working week in the future. This 
illustrates and reinforces the Council's view that it is well- 
nigh impossible to draw any effective comparison between 
one profession and another. 

168. The general practitioner is assumed to be at all times 
fit and mentally alert, for the patient not unnaturally expects 
his doctor to be able to deal effectively and promptly with 
any one of the’ many serious emergencies which may arise 
at any time of the day or night even though the doctor 
may be at the point of exhaustion following a prolonged 
spell of duty. 

169. The very nature of a general practitioner's work 
makes him liable to spells of severe physical and mental 
exhaustion even though it so often happens that he is called 
upon to make a decision—-on which the patient's life may 
depend—at a time when both these factors may operate. 
Such decisions are frequently made when no outside opinion 
or help is possible. and, although all this is accepted as an 
essential facet of his vocation, it places a heavy strain on 
the general practitioner which has no parallel in other 
professions. 

170. In addition, the general practitioner's working life 
must be viewed against the risk of litigation or complaints 
by patients not only of his professional skill but of any 
apparent discourtesy, however provoking the circumstances 
may be. 

171. Any patient may make a complaint about the general 
practitioner, however trivial, and the doctor may in conse- 
quence be called before a Medical Service Committee to 
justify his action. The disciplinary machinery necessary in 
a publicly organized service of the present kind is additional 
to the powers exercised by the General Medical Council 
over the whole profession. 

172. In addition to the high educational standards which 
are required, the general practitioner must possess certain 
personal qualities if he is to be a family doctor in the true 
sense of the words. The general practitioner's intimate 
relationship with those he serves leads to his assumption 
of the role of guide, philosopher, and friend to his patients. 
He must be a good mixer, one who is equally at home 
with all classes of society and an individual who has the 
full confidence of his patients, Above all he must be a 
profound student of human nature and possess immense 
reserves of mental and physical stamina. He has very 
limited time for recreation and leisure, since the calls on 
his service are continuous and exacting and little dependence 
can be placed upon him for social or family engage- 
ments. 

173. The doctor's wife and famiiy inescapably share the 
strain of general practice. Many doctors’ houses are large 
and old and not easily adaptable to present-day conditions 
when domestic help is virtually unobtainable. In other 
walks of life the situation would be met by moving to a 
smaller, more easily and cheaply run house, but a doctor is 
tied to the area of his practice, so this is often impossible. 
Meals are irregular and must be taken at times to meet the 
needs of the practice and not the convenience of the family, 
For example, general practitioners hold an evening surgery 
for the benefit of those at work. This may finish at a late 
hour and be followed by visits to patients, requests for which 
have come in late in the day. This often means that meals 
must be duplicated. At night emergency calls are disturbing 
to those living in a doctor's house as well as to the doctor 
who must respond to them. Domestic duties must be under- 
taken amidst a succession of telephone calls and patients 
calling at the house both in and out of normal surgery 
hours. Indeed, the doctor's family provides for the National 
Health Service a formidable ancillary force. 

174, Some indication of the effects of the doctor's arduous 
life and heavy responsibilities can be obtained from the 
Registrar-General’s analysis of occupational mortality rates 
in successive age groups at the 1931 population census 
date. 

175. The available information for males in England and 
Wales is as follows : 
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Death Rates from All Causes (Death Rates for All Males = 100) 


Age Group 


2s ss. | as- | 70- | 75 

1931 
Doctors 92 v4 1On i 103 95 103 
All professional men 83 95 93 


From: 1931 Ceasus, Decennial Supplement, Part Ila, Occupational Mor- 


tality, pp. 217, 256. — 
Doctors: Physicians, surgeons, registered general practitioners. 
Cl 


All professional men: Social Class I. 


It must be noted that, in each age group, the death rate for 
doctors or professional men is expressed as a percentage of 
the death rate for all males. For example, in 1931 the 
death rate among doctors aged 55-65 was 11%, higher than 
the death rate among all males in the same age group. 

176. The Council had hoped that the results of the next 
survey based on the 1951 population census data would now 
be available, but unfortunately this latest analysis has not yet 
been published by the Registrar-General. 

177. On the evidence of the 1931 data, however, death 
rates among doctors were considerably higher than for all 
professional men at all ages—and in the critical age groups 
from 45 to 70 higher also than the average for all men. 

178. It is also of interest to note the results of an investi- 
gation carried out in 1952 into coronary heart disease in 
medical practitioners.* Here again, as the following table 
shows, the incidence of the disease fell most heavily upon 
those in general practice : 

Incidence of Coronary Heart Disease—-Standardized Rate per 

1,000 Men Aged 40-59 
General practitioners .. 


Other doctors 


Miscellaneous, non-medical group $ 


2. Overall Responsibility for the Medical Care of the 
Population 

179. The Council must also refer to another of the major 
principles accepted by both the profession and the Govern- 
ment, namely, the recognition of the overall responsibility of 
the profession for the medical care of the population as a 
whole. 

180. Not only is the general practitioner in the Health 
Service responsible for patients on his own National Health 
Service list but he is also liable to treat any person who 
happens to be in his area. Again, he may be summoned to 
any emergency—-even where the patient is not normally a 
National Health Service patient. He may even have patients 
arbitrarily allocated to him by the Executive Council. His 
responsibility for general medical services is thus both un- 
limited and continuous. 

181. In every other walk of life the professional man’s 
responsibilities are limited by the individual arrangements 
which he makes with members of the public. No solicitor 
or accountant, for example, is under any obligation to 
provide professional services without limitation to any mem- 
ber of the public who cares to call upon him. In the case 
of National Health Service general practice any failure on 
the part of the doctor to answer a call for assistance from 
any person, whether on his list or not, can lead to a com- 
plaint by a patient and an investigation by a Medical Ser- 
vice Committee. 

182. Similarly with off-duty time and holidays the general 
practitioner remains at all times personally responsible for 
the medical care of his patients. He must provide a deputy 
whenever he is absent, and even then he must accept respon- 
sibility for anything that may happen during his absence. 

183. The principle of collective responsibility, inescapable 
in a publicly organized service, plays no part in the life of 
other professions who are under no obligation to provide 
continuous cover. 

* Coronary Heart Disease in Medical Practitioners,” British 
Medical Journal, March 8, 1952. 
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184. There can be no doubt that this principle of collec- 
tive responsibility was accepted by the Government, and the 
following extract from the Minister's case to Mr. Justice 
Danckwerts sets out their policy on the matter: 

43. In negotiations between the Parties, preparatory to the 
coming into force of the National Health Service, it was agreed 
with the British Medical Association that the profession would 
accept collective responsibility for all the civilian population 
taking advantage of the General Medical Services and that 
there should be a Central Pool to provide for the remuneraticn 
of general practitioners providing General Medical Services. 


It will be seen that the acceptance of this principle led. 
with the agreement of the profession, to the Pool method 
of payment. Under this method general practitioners as a 
body are entitled to an agreed global sum of money corre- 
sponding to the Spens recommendations as interpreted by 
the Danckwerts Award for accepting overall responsibility. 
In the Council's view this method represents the only practi- 
cal way of remunerating a profession which accepts an over- 
riding responsibility shared by agreement between its own 
members. The Council is certain that the retention of this 
method of payment is essential and maintains that any ques- 
tion of distribution of the global sum between individua! 
members of the profession should rest with the profession 
in consultation and agreement with the Ministry of Health. 

185. The global sum referred to in paragraph 184 above 
represents total general practitioner remuneration from all 
sources—that is, not only general practice in the National 
Health Service but maternity services, hospital, and public 
health appointments, medical boards, superannuation con- 
tributions, and private practice, etc. (By way of illustra- 
tion a detailed computation of the Pool for the years 1953-4 
and 1954-5 is set out in Appendix XI.) The Ministry's 
contribution for General Medical Services, known as the 
Central Pool, is arrived at by deducting from the global sum 
the aggregate income earned from all other sources (in- 
cluding private practice). To the extent that such income 
may increase or decrease, the size of the Central Pool varies. 
Thus the global sum is the maximum overall income, and, 
whilst other professions can supplement their income by 
undertaking additional work, this cannot happen in general 
practice, where additional income is merely deducted from 
the amount which the Ministry pays into the Central Pool. 
It is therefore vital to the profession that the global sum is 
adequate for its purpose. 

186. For all these reasons the Council wishes to record 
its firm conviction that any departure from the Pool method 
of payment would be a breach of the undertaking given 
by the Government to the profession when it entered the 
Service 


3. Financial Incentives in General Practice 


187. In this memorandum the Council has as yet made no 
mention of the vital need for re-establishing suitable incen- 
tives in general practice. Such a need in general practice, 
as in other fields and professions, was clearly recognized by 
the Spens Committee, who, in their recommendations, stated 
that in a small proportion of cases it should be possible for 
general practitioners to obtain met incomes of at least £2,500 
per annum in terms of 1939 values of money. Translated 
into present-day money values, such a level (approximately 
£6,250) is now unobtainable in relation to the size of the 
Central Pool and the maximum permitted list of 3,500 
patients allowed in general practice. In fact, the maximum 
net income from capitation fees and loadings on a list of 
this size, even allowing 8% for the distribution of the balance 
of the Central Pool each year, only approximates to the level 
recommended in terms of 1939 values of money. It is pos- 
sible if partnership terms advantageous to the senior part- 
ner(s) can be made for this level to be exceeded, but even 
this can only be effective for a limited time, for the terms of 
partnership agreements are governed to no small extent by 
the National Health Service Acts. 

188. There can be a similar temporary financial advantage 
in certain cases where an assistant is‘employed. This also 
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is limited by a number of factors. Assistantship arrange- 
ments are now subject to stringent reviews by Executive 
Councils. The average extra cost to a doctor who employs 
an assistant is such that only in the upper range of the addi- 
tional list of patients allowed in respect of the employ- 
ment of an assistant can he hope to derive any financial 
advantage. 

189. In fact, in nearly all cases, both when taking an 
assistant and in the initial stages of a partnership, the prin- 
cipal suffers a financial loss which cannot be offset as in 
the days before the National Health Service, when the 
incoming practitioner purchased his share of the practice. 
Furthermore, unless the practice is capable of steady expan- 
sion this leeway can never be made up. The fact is that the 
level indicated by the Spens Committee as providing a suit- 
able incentive is entirely absent from the present financial 
arrangements, It is true that substantial additional re- 
muneration over and above the total capitation fees and 
loadings is paid out from the Pool, but it would be quite 
wrong to assume that these are distributed anything like 
proportionately to earnings from capitation fees. Indeed. 
the Council holds the view that a general practitioner with 
a maximum list is less likely either to practise in an area 
where the opportunity for other medical work exists or to 
find time for other professional activities which would bring 
him in a return anything like proportionate to his remunera- 
tion from capitation fees and loadings. 

190. Again, it must be emphasized that if general practi- 
tioners as a group earned more outside their general prac- 
tice—for example, for work in hospitals, which has increased 
and is increasing—then the operation of the Central Pool 
sees to it that they get less for their general practice ; the net 
average is maintained. 

191. The present average earnings of £2,222 include 
both the superannuation contributions of the doctor himself 
(6%, or £120) and that of the Exchequer (8%, or about £160) 

192. There are therefore three average net earnings figures 
to be borne in mind; the full £2,222, a figure of about 
£2,060 excluding Exchequer superannuation contributions, 
and one of about £1,940 excluding superannuation provisions 
altogether. 


4. The Changing Pattern of General Practice 


193. Not only has the quantity of work increased since 
the inception of the National Health Service—perhaps this 
was to be expected——-but the qualitative element has changed 
with the advances of medical science. On the first issue 
it is not easy to estimate the effect of the National Health 
Service on the volume of service required of the family 
doctor, and no accurate or specific figures are available 
It is, however, common knowledge that the waiting time 
in doctors’ surgeries is increasing, and it is the general ex- 
perience of practitioners that the demand on their services 
has increased since the inception of the Service. 

194. The root causes are not difficult to find. Many 
illnesses formerly requiring admission to hospital are now 
treated successfully by the general practitioner in the home. 
The increasing longevity of the population generally has 
likewise led to greater demands upon the general practi- 
tioner’s time. Many diseases have lost their fatal effect 
as a result of modern therapeutic measures, but the patients 
nevertheless often need continuing and careful treatment. 
Again, the increasing tendency to early ambulation after 
operation adds to the general practitioner's responsibilities 
and work. Modern diagnostic procedures in the surgery are 
similarly more time-consuming. It can fairly be said that 
the public has come more and more to rely on the doctor 
for every aberration from the normal and is increasingly 
seeking advice for the preservation of normal health and 
for the prevention of illness. The introduction of a “ free” 
health service has naturally increased the calls upon the 
general practitioner. There has, for instance, been a marked 
rise in the number of late calls, and undoubtedly there is a 
section of the public, admittedly small, who make unneces- 
sary calls upon the doctor's time. 
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195. As far as the qualitative element is concerned, the 
field of psychoneurosis provides an excellent illustration of 
present-day trends. Perhaps in recent years there has been 
no section of medicine which has called for so much time 
and care as that of the mentally sick. There is no doubt 
that the intense pressure of modern life, its speed of move- 
ment and action, completely altered social standards, and 
many other factors have affected large sections of the public. 
The general practitioner is frequently consulted by persons 
who break down under stress and quite often attend the 
surgery with ill-defined symptoms simulating organic disease 
but which are really based on concealed fears. To-day this 
type of patient requires much more time and painstaking 
examination than ever before. Not only does he require 
sympathy and reassurance but he is only too well aware of 
the wide field of costly investigation available at hospital 
and often is not satisfied until many of these tests have been 
undertaken and proved negative. The general practitioner 
has a difficult and time-consuming task in separating the 
organic from the psychoneurotic. Demands for “ stimulants,” 
the fight against depression and insomnia, the craze for 
slimming and, more recently, “ tranquillizers,” are examples 
of the type of new problems which are facing the doctor 
to-day. All told, society expects much from the family 
doctor and makes many demands upon him which must be 
met if he is to fulfil his proper place in society. He in turn 
has a right to expect security and a feeling of confidence in 
his “ employers.” 


5. Postgraduate Education 


196. The administration of new drugs and forms of treat- 
ment have completely changed the course of many diseases. 
Medical science is never static, and a general practitioner 
must at all times keep himself abreast of advances in phar- 
macology and therapeutics where new remedies are con- 
stantly under trial and review. It is necessary for a doctor 
to read widely medical journals and new textbooks, to attend 
meetings and clinical demonstrations, and, whenever possible. 
to take postgraduate courses. 

197. It cannot be sufficiently emphasized that the general 
practitioner is the first barrier against disease, and it is only 
by his intimate knowledge of the patient's medical history 
and social environment that he is able to make a considered 
diagnosis, and by his constant application to postgraduate 
study to make the latest advances in medical research and 
treatment available to his patients. 

198. Postgraduate study has become an inescapable part 
of a doctor's life and was recognized by the Spens Committee 
as an important factor in assessing the general practitioner's 
remuneration. 


6. Comparative Lack of Mobility in the Profession 


199. Members of other professions are free to practise 
wherever they wish. The medical profession accepted in the 
interests of the nation that there should be some restriction 
on the movement of doctors in the National Health Service 
in order that the existing medical personnel should be spread 
evenly to meet the needs of the various parts of the country. 
This means that a general practitioner has a restricted choice 
so far as the area of his practice and residence are 
concerned, Similarly, it is extremely difficult for an estab- 
lished practitioner to change his area of practice or his 
residence. 

200. Indeed, the opportunities are almost negligible, for. 
in spite of efforts made by the profession, the Medical 
Practices Committee, and the Ministry to facilitate the ex- 
change of practices, the actual number of exchanges which 
have come to fruition since the Service began some nine 
years ago is only twenty-three in England and Wales. 

201. Another major factor which has given rise to the 
profession's immobility has been the prohibition of the 
right to buy and sell the goodwill of medical practices. 
Before 1948 a general practitioner who through ill-health 
or because of illness in his family or who in later years 
wished to exchange the heat and burden of a busy indus- 
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trial practice for lighter work in a more desirable area could 
realize the value of his goodwill and achieve his objective 
by outright purchase of a smaller practice. The prohibition 
on the sale of goodwill means that such a situation is im- 
possible to-day. 

202. The Government's decision to abolish the purchase 
and sale of practices has led to a serious and understandable 
grievance amongst older practitioners. A practitioner be- 
fore the National Health Service Act received for his prac- 
tice when he sold a share of the whole a capital tax-free 
sum. A successful industrious practitioner would substan- 
tially increase the value of the goodwill. The Government 
compensated those doctors when they abolished this right 
by compensating at the 1946 value of those practices. This 
sum was payable (save in exceptional cases) only when a 
doctor retired from the National Health Service. This 
frozen money has now depreciated. Its present value is only 
61.3% of its value in 1946. 

203. Finally, it must be pointed out that a doctor by the 
very nature of his training is unable to find employment in 
any other field. There are few, if any, opportunities open 
to doctors outside medicine. This is in contrast to other 
professions, where opportunities for changing from profes- 
sional to executive work—particularly in industry— are quite 
common. 

Vv. SUMMARY 

204. It will be seen that this preliminary memorandum of 
evidence falls into three main sections : first, the Council's 
view of the Commission’s task ; second, the claim itself 
(set out in detail in Appendices VII and VIII) and the events 
leading up to that claim; and third, a number of sub- 
sections which demonstrate the unique position which the 
medical practitioner holds in the community. These latter 
subsections illustrate the inherent difficulties of drawing any 
valid comparison between a doctor's training, responsibili- 
ties, and the heavy strain to which he is subjected, and the 
nature of the work undertaken by other professions, most 
of which have not the same vocational! aspect. 

205. The Council submits again that its claim is unassail- 
able on moral grounds and that the profession has a right 
to expect that the Government will honour the unequivocal 
promises made to it that remuneration would be based upon 
the recommendations of the two Spens Reports, the argu- 
ments for which have: been set out in full in earlier para- 
graphs of this memorandum. 

206. The medical profession has given loyal and un- 
stinting service to the community since it agreed to co- 
operate in the National Health Service and its patience has 
been sorely tried by the Government's curt rejection of a 
just claim—a claim, moreover, which was not submitted 
until after five years of restraint in deference to the general 
economic position of the country. 

207. The Council has a duty to ensure that the position of 
the profession is not worsened simply because the State. has 
now assumed responsibility for the greater part of its re- 
muneration. It looks to the Commission not only to redress 
the underpayment which it has suffered over the years, but 
to recommend such levels of remuneration for the future as 
will maintain the principles established by the Spens Reports 
and thus attract to medicine a proper share of the best 
recruits. 

The following Appendices have been sent to the Royal 
Commission. 

I. The Spens Report on the Remuneration of General 
Practitioners. 

II. Statement of Case by the General Medical Ser- 
vices Committee to the Adjudicator (Mr. 
Justice Danckwerts). 

Ill. The Danckwerts Award. 

IV. The Working Party’s Report on the Distribution 
of the Central Pool. 

V. The Spens Report on the Remuneration of Con- 
sultants and Specialists. 

VI. The 1954 Award to Hospital Medical Staffs. 
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VII. The Joint Remuneration Claim lodged in 1956. 

VU. A Supplement to the Joint Remuneration Claim. 
IX. Memorandum by Professor R. G. D. Allen on 


Changes in the Distribution of Higher 
Incomes. 

X. Ministry of Health Circular R.H.B. 50/96 on the 
Senior Hospital Medical Officer Grade. 

XI. Explanatory Memorandum on General Practi- 
tioner Remuneration and the Calculation of 
the Central Pool for 1953-4 and 1954-5. 


SUPPLEMENTARY OPHTHALMIC SERVICE 
G.P.s' RIGHT TO ADVISE 


The B.M.A.’s Ophthalmic Group Committee believes that 
some general practitioners do not know that they have the 
right to advise a patient to consult a particular practitioner 
in the Supplementary Ophthalmic Service. An authoritative 
ruling on this was obtained from the Ministry of Health in 
1952 (Supplement, August 2, 1952, p. 86). The Ministry 
stated that there was nothing in any of the regulations made 
under the National Health Service Act to prevent a general 
practitioner from supplying a patient with the name of either 
an ophthalmic medical practitioner or an ophthalmic opti- 
cian, provided that no attempt was made to conceal from 
the patient the fact that the patient had a free choice in 
selecting an ophthalmic medical practitioner or ophthalmic 
optician to test his sight. 

The statement on the back of form O.S.C.1 informs the 
applicant that he may have his sight tested by any ophthalmic 
medical practitioner or any ophthalmic optician who has 
undertaken to provide supplementary ophthalmic services 
under the National Health Service. 


QUEEN’S INSTITUTE OF DISTRICT 
NURSING 


RECRUITMENT MAINTAINED 


The President of the Queen's Institute of District Nursing, 
Princess ALICE, COUNTESS OF ATHLONE, occupied the chair 
at the annual meeting, held in Church House, Westminster, 
on October 29. She was supported by the Minister of 
Health. Mr. Derek Warker-SmitH. The Chairman, Mr. 
A. H. M. WepDDERBURN, said that in the last few years re- 
cruitment and training of district nurses had been maintained 
at over 700 a year; but the Institute viewed with the 
greatest concern the recent Whitley Council salary awards, 
which meant that a nurse who was a qualified district nurse 
midwife and health visitor would receive less than one who 
was engaged on health visitor duties only. Evidence was 
received daily of young women in the middle of their train- 
ing cutting it short and saying. “1 am off to do my health 
visiting services. Why should I worry about nursing when 
I can get an easier life as a health visitor ? ” 

The Mrnister oF Heattn referred to the question of 
training. As was known, an advisory committee on the 
training of district nurses had been set up and had made a 
start. Its membership was strong in nursing and medical 
experience, and he thought its advice was unlikely to tend 
to any deterioration in the quality of district nursing— 
indeed, quite the contrary. With regard to the future, it 
would be nice to be able to say that in so worthy a ser- 
vice they could proceed regardless of cost. But they could 
not isolate any aspect of our social services, however deserv- 
ing and desirable, from the economic factor, and it fol- 
lowed that what they had to aim at was the highest common 
factor of efficiency and economy. There were, said the 
Minister, two strong reasons for expanding the domestic 
health services and notably home nursing—economic and 
social. Economically it would relieve the strain on the 
hospitals, and on the social side home nursing was for 
many patients in every sense the best form of care. 
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MEDICAL PRACTICES COMMITTEE 


AMENDMENT OF CLASSIFICATION OF 
AREAS 
The following areas have been reclassified by the Medical 
Practices Committee as “ designated ” : 

London.—Borough of Battersea: *Bolingbroke, Thornton, 
Broomwood, and Nightingale Wards. 

Middlesex.—Borough of Enfield: *Ordnance and Enfield Wash 
Wards; *Borough of Southall; Borough of Tottenham: *Chest- 
nuts Ward. 

Warwickshire.—* Distrie of Bedworth. 

W orcestershire.—* Kidderminster, 

Southend-on-Sea——*Southend and Thorpe Bay: 

West Hartlepool.—*Whole of County Borough. 


The following areas have been reclassified as “inter- 
mediate ; 

Bedfordshire.—Leighton Buzzard. 

Buckinghamshire.—Colnbrook. 

Cheshire.—Hollingworth, Mottram, and Tintwistle (sub-district 
“D” of Hyde, Dukinfield, and Stalybridge). 

Derbyshire—Urban District of Long Eaton. 

Durham.—Rural District of Durham. 

Essex.—Mark’'s Gaie Housing Estate (including that part which 
falls within the Borough of Ilford). 

Hampshire.—Borough of Basingstoke. 

Lancashire,—Urban District of Church. 

Lincolnshire (Lindsey).—Urban District of Barton-on-Humber. 

Middlesex.—Borough of Wood Green: Alexandra-Bowes 
Ward. 

Norfolk.—Municipal Borough of King’s Lynn, 

Northumberland.—District of Wallsend. 

Staffordshire.—Rural District of Stafford (except Gt. Hay- 
wood). 

Surrey.—Worcester Park. Borough of Sutton and Cheam (ex- 
cept Worcester Park); Borough of Malden and Coombe (except 
en Park); Borough of Epsom and Ewell (except Worcester 

ark). 

Sussex (East).—Rural District of Uckfield (except Parishes of 
Uckfield, Buxted, and Wadhurst with Ticehurst). 

Sussex (West).—Urban District and Rural District of Crawley. 

Yorks (W.R.).—Urban District of Tickhill. 

Birmingham.—Stechford District. 

Manchester —Moss Side, Rusholme, and Whalley Range. 

Glamorgan.—Liantwit Fardre Rural District (except the town- 
ships of Llantrisant, Talbot Green, and Pontyclun within a radius 
of 14 miles of the junction at Talbot Green of road A473 and 
A4119). 

The following areas have been reclassified as ** restricted ” : 

Somerset.—Urban District of Crewkerne. 

Sussex (East)—Parishes of Uckfield and Buxted (Uckfield 
Rural District). 

Westmorland.—Kirkby Lonsdale. 

Yorks (W.R.)—Urban District of Meltham. 

Carmarthenshire.—Garnant and Glanamman, 


Glamorgan.—Pontyclun and Liantrisant (within a radius of 
14 miles from the junction of roads A473 and A4119). 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 


Metropolitan Borough Councils.—Fulham. 
Non-County Borough Councils.—Crewe. 


Dangerous Drugs Act : Restoration of Authority 
The Home Office announces that the authorities granted by the 
Dangerous Drugs Regulations, 1953, under the Dangerous Drugs 
Act, 1951, have been restored to Dr. Malcolm Andrew Graham- 
Yooil, O.B.E. 
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FUTURE OF JOINT NEGOTIATION 


DEPUTATION TO PRIME MINISTER 
REQUESTED 


A conference of representatives of all organizations form- 
ing the Staff Sides of the Whitley Councils for the Health 
Service took place on November 13 to discuss the Minister 
of Health’s veto of the 3% salary increase granted by 
Whitley Council to administrative and clerical staff in the 
Service with salaries below £1,200 a year. The B.M.A. 
sent observers to the conference. It was decided without 
dissent to request the Staff Side of the General Whitley 
Council to send a deputation to the Prime Minister to dis- 
cuss the future of joint negotiation. The meeting also 
passed a resolution expressing grave concern at the 
Minister's veto, which was regarded as a violation of past 
assurances that Whitley Council agreements would be 
effective and as a destructive blow at the system of collec- 
tive bargaining in the Service. Nalgo (the National and 
Local Government Officers Association) andthe National 
Union of Public Employees, representing a large majority 
of the staff affected by the veto, had already instructed their 
members to ban overtime work from November 18 in pro- 
test. Other unions with members in the Health Service, 
such as the National Union of General and Municipal 
Workers, the Transport and General Workers Union, and 
the Confederation of Health Service Employees, were ex- 
pected to issue similar instructions. 


HOSPITAL JUNIOR STAFES 
NEW B.M.A. GROUP 


The Council approved on November 6 a reconstitution of 
the Registrars Group of the B.M.A. to include all grades of 
hospital junior medical staffs. The object of the Group, 
which will now be known as the Hospital Junior Staffs 
Group, will be “ to represent the views and to promote and 
protect the professional interests and well-being of all grades 
of hospital junior medical staff in Great Britain and Northern 
Ireland.” 

As with the former Registrars Group, the Hospital Junior 
Staffs Group Council will consist of two representatives from 
each hospital region, elected through the hospital junior 
staffs regional groups. In addition, it will include two 
representatives appointed by the Central Consultants and 
Specialists Committee, and in turn the Group Council will 
appoint two representatives to the Central Consultants and 
Specialists Committee. 

All grades of hospital junior medical staff will be entitled 
to attend and take part in regional meetings, and regional 
groups are being asked to establish means for keeping in 
regular contact with all hospital junior medical staffs in their 
region. 


NIGERIA BRANCH 


The annual general meeting of the Nigeria Branch of the 
B.M.A,. was held in Ibadan on September 21. Sir Kofo 
Abayomi was elected president of the Branch, and Dr. M. A. 
Majekodunmi honorary secretary and treasurer. 

A clinical session was held in the morning, at which the 
following papers were read: “Protein Requirements in 
Man” (Professor Emmett Holt, of New York University) : 
“ Kwashiorkor” (Dr. Cicely D. Williams, of the London 
School of Hygiene and Tropical Medicine); “ Methionine 
and Cystine Requirements of Nigerian Adult Males” (Dr. 
Bruce Nicol, adviser on nutrition to the Government of the 
Federation of Nigeria) ; and “. Effects of Malnutrition during 
Pregnancy and Lactation “ (Dr. M. A. Majekodunmi). This 
was followed by a symposium on “ A Nutritional Policy for 
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Nigeria,” at which the chairman was the president, Sir Kofo 
Abayomi, and the organizer Dr. W. R. F. Collis. The 
Premier of the Western Region, Chief Obafemi Awolowo, 
was a guest at the luncheon held at the University College 
Hospital. Other guests were the Federal Minister of Health, 
the Ministers of Health of the Eastern and Western Regions, 
Professor Holt, Dr. Cicely Williams, and Sir Sydney Philip- 
son, chairman of the University College Council. A cocktail 
party and buffet supper and dance were held in the evening 
for members and guests. 


N.O.T.B. ASSOCIATION COUNCIL MEETING 


The N.O.T.B. Association held its eleventh council 
meeting on October 10 under the chairmanship of Dr. J. N. 
TENNENT. The chairman welcomed Mr. G. W. Black, of 
Leeds, and Dr. S. B. Smith, of Manchester, as additional 
council members appointed by the Ophthalmic Group 
Committee of the British Medical Association. The election 
of a deputy for the chairman of the Medical Advisory 
Committee to attend council meetings as an observer was 
approved and Dr. C. Watney Roe, of West Kensington, has 
agreed to act in this capacity. 

The council decided to examine in more detail a sug- 
gestion that statistics on the eye conditions found by 
medical members in examinations under the Supplementary 
Ophthalmic Services should be collated on the lines intro- 
duced previously by the late Mr. Bishop.Harman. It was 
noted that one executive council took some six weeks to 
settle accounts, while others cleared them in one to four 
weeks. The council considered that, if members felt the 
delay in payment was likely to cause personal inconvenience. 
formal individual complaints should be made to the 
executive council, but that this was not a matter in which 
the association should intervene. 


Scottish News 


HOSPITAL RUNNING COSTS IN SCOTLAND 


ANNUAL ANALYSIS 


According to the annual analysis of the running costs of 
Scottish Hospitals’ for the year ended March 31, 1957, the 
average weekly net cost per in-patient, including specialist 
services, in a medium-sized (51-300 beds) general hospital 
in Scotland was £17 15s. Id., representing an increase of 
7% over the previous year. The figure for major teaching 
hospitals was £18 14s. 8d., an increase of 8% over the 
previous year. The average inclusive cost of each out- 
patient attendance was 8s. 11d. in the medium-sized general 
hospitals and 9s. Sd. in the major teaching hospitals. 

The average in-patient costs in other types of hospitals 
were:—General: over 300 beds £17 10s. 10d., up to 50 beds 
£15 12s. 4d.; chronic sick, £9 Is. 9d.; convalescent, 
£9 Is. lid.; sanatoria, £13 9s. 7d.; isolation and tuber- 
culosis, £15 15s. Sd.; maternity, £21 16s. 10d.; mental, 
£6 7s. 7d.; mental deficiency, £5 10s. 6d. Of every £1 
spent in treating and maintaining a patient in hospital, 
Ils. 9d. was spent on salaries and wages ; 2s. 7d. on pro- 
visions ; Is. 4d. on drugs, dressings, bedding, etc. ; 2s. 4d. 
on domestic repairs, heat, light, etc. ; and 2s. on overheads. 
The average weekly cost of provisions per person (patients 
and staff) was £1 3s. 

The average daily number of in-patients in all hospitals 
was 54,539, and the total number of out-patient attend- 
ances was 5,588,350. 


* Department of Health for Scotland, Analysis of Running 
Costs of Hospitals, Year Ended March 31, 1957. HMS.O.. 
Edinburgh. Price 10s. 6d. 
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Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Medical Practice in Canada 


Sik,—I have read with much interest an article written by 
two old friends, This was “ The Pattern of Health Organ- 
ization in Canada” by Professor Alex. Mair and Dr. 
Gordon H. M. Hatcher (Journal, September 7, p. 539). One 
statement in that paper requires some explanation and ampli- 
fication. It is stated: “A few provinces have reciprocity 
with the British Medical Register, while others, notably 
Quebec and British Columbia, present obstacles to the 
British immigrant in the form of residential requirements or 
very high fees.” 

My motives in writing to you are purely selfish ; | would 
hate to see excellent British physicians emigrating to other 
provinces in Canada in preference to British Columbia be- 
cause they may think that peculiar obstacles may face them 
here. I, obviously, am in no position to refer to the situa- 
tion in Quebec, but I think I can speak with some authority 
about British Columbia as one who has had the privilege 
of helping British physicians in their preparation for exam- 
inations, aS an examiner in basic sciences for the British 
Columbia College of Physicians and Surgeons, and as an 
examiner for the Medical Council of Canada and for the 
Roval College of Physicians and Surgeons of Canada. The 
British physician seeking licensure in this province is treated 
exactly the same as our own Canadian confréres; neither 
more nor less is required of him. There is no residency 
requirement nor is there any additional fee charged. If he 
is a university graduate and if he has completed the required 
time and content of experience as a house-surgeon, then he 
is eligible for licensure on exactly the same basis as our 
own men. 

1 would suggest that any British physician contemplating 
emigration to British Columbia should do two things. He 
should read the excellent article by Dr. Arthur D. Kelly, 
General Secretary, Canadian Medical Association (Supple- 
ment, January 26, p. 35), and he should write to the Regis- 
trar, British Columbia College of Physicians and Surgeons, 
1807, West 10th Avenue, Vancouver, B.C. From these two 
sources I am sure that he will obtain all the information he 
requires. I think he will also find that we put no special 
blocks in his way ; we merely ask that his training be equal 
to that of our own graduates.--I am, etc., 

Vancouver, Canada. James M. 

Sir,—Since I left England 24 years ago there seems to 
have been little change in the situation. The senior regis- 
trars are still unable to find permanent appointments and 
the registrars find their progress in the training ladder 
blocked by senior registrars playing general post. Many 
of the registrars have spent as much time in their specialties 
as the senior registrars, and, even if willing to abandon their 
ambitions, cannot do so because the parallel ladder in 
general practice is also full and there seems to be a tendency 
for principals not to employ assistants with higher qualifi- 
cations. 

I think that a lot of these unfortunates could find a reason- 
able compromise by emigration. True, in this direction at 
any rate, there is no great need for medical immigration on 
a large scale, but there are quite a few vacancies in rural 
areas, and with persistence openings can be found in more 
populated districts. In Canada there are the additional 
hurdles of sitting examinations for registration in four of 
the provinces and for recognition as a specialist if one 
wishes to follow a specialty. To sit the specialty examina- 
tions one needs to produce evidence of training acceptable 
to the Royal College of Physicians and Surgeons of Canada, 
but for many registrars of my vintage this should prove 
very little of a problem. One then has the freedom to 
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enter private practice, eking out one’s specialty with general 
practice if the area demands it. As I have said, com- 
promise is necessary in many cases, but this is a much more 
interesting life than general practice as now followed in 
the United Kingdom, Care of one’s patients in hospital is 
an integral part of the general practitioner's existence, and 
in most areas he has the freedom to carry on the treatment 
of his patients as far as he feels himself capable. To any- 
one with adequate training the scope is considerable. Acad- 
emically speaking one can become a little isolated, but this 
is one of the drawbacks to be accepted. It can be offset 
by the fact that it is usually possible financially to attend 
postgraduate courses at regular intervals. 

To anyone who seems to have reached a dead end | 
recommend consideration of this course, Life is not entirely 
a bed of roses abroad, but there is a little more flexibility 
in medical practice, and taking it by and large a comfortable 
living can be made usually in an interesting and fairly satis- 
fying manner. —-I am, etc., 


Moose Jaw, Saskatoon, 
Canada. 


W. E. J. Bennett. 


Remuneration Claim 


Sik,--The railwaymen, the busmen, and the doctors are 
indignant. They are pressing on with their claims. I am 
sure I am not the only doctor who feels ashamed, but how 
can we let the public know ?—I am, etc., 

London, N.W.4 R. W. Cocksuur, 


Organization of General Practice 

Six,—I am engaged in collecting material for a book on 
the organization of general practice in Britain. I would be 
most grateful if any of your readers who have unpublished 
material-on the content and organization of family doctoring 
in the early part of the century would be kind enough to 
lend it to me. I particularly require material on the work 
of the contract practices and other forms of local organiza- 
tion of medical care before 1911. All diaries or letters of 
G.P.s of this period would be particularly useful. Material 
sent will be looked after most carefully and returned as 
soon as copies have been made.I am, etc., 

55, Russell Square, H. C. FAULKNER. 

London. W.C.1. 
Medical Guild Funds 


Sir.—I am at a loss to understand why the profession 1s 
not taking advantage of these months of waiting for the 
recommendation of the Royal Commission to build up the 
funds of the British Medical Guild. Our signed authorities 
have been returned and the levy abandoned. 

Surely we should be seizing this respite to build up 
sizable funds and thus eliminate the necessity of postponing 
action when we get the inevitable answer, After all, con- 
tributions are returnable if, by any inconceivable chance, 
they are not needed. 

The Minister of Health's refusal to grant a 3°, rise to 
N.H.S. workers gives a very clear indication of his reaction 
to any suggestion of increased remuneration for doctors—by 
whomsoever it may be recommended. If, after the happen- 
ings of the past year, anyone thinks we will get our dues 
without concerted action, he must be strangely deluded.—| 
am, etc., 

Epping, Essex. R. H. Lonoton. 

Medical Record Envelopes 

Sir, Concerning the inadequacy of the present medical 
record envelopes referred to by Dr. E. M. R. Frazer (Sup- 
plement, October 19, p. 134): throughout my years in 
practice it has not been considered necessary to retain 
medical reports. Instead a few hours each week has been 
sufficient to record salient facts from such reports on to 
record envelope or continuation card, and only occasionally 
when it is felt there is a real necessity—for example, pending 
court case, compensation dispute, etc.-is a complete report 
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retained and filed. In actual practice, on receipt of a 
hospital or other report, I underline in red pencil the in- 
formation to be recorded (which is often very little) and 
my wife carries out the necessary transfers. In this way 
medical record card envelopes do not become over-bulky, 
and, when reference is made, it is so much easier to read 
concise extracts from a patient's medical history than extract 
from his record card envelope a number of reports which 
invariably have to be sorted and put in order before a 
logical sequence of events can be traced. 

I heartily agree with Dr. Frazer that continuation cards 
should be about half an inch (1.25 cm.) narrower and have 
rounded corners, and that patients’ names should be typed 
in large characters. No alteration in size of the present 
medical record envelope is necessary.—-I am, etc., 

Pyic. Glam. R. J. PHILLIPs. 


Plight of Rural G.P. 


Str. -In the evidence to be submitted to the Royal Com- 
mission dealing with National Health Service remuneration, 
| wonder if the plight of the single-handed rural general 
practitioner will be fully and fairly considered in relation 
to his difficulties and expenses in obtaining leave of absence 
from his practice. By his terms of contract in the Service. 
every GP. is, technically, on duty 24 hours a day, 7 days a 
week, 52 weeks a year, bank holidays included. No pro- 
vision exists in the Service for annual leave, half-days, 
week-ends, or sick leave (is there any other service, however 
sponsored or remunerated, which makes equivalent de- 
mands ?). In partnership practices it is possible to arrange 
for each partner, and even the assistant, to be off duty 
for his regular half-day and Sunday or week-end, and for 
his untrammelled annual holiday. Similar conditions apply 
to practitioners in urban areas who have succeeded in 
making reciprocal deputizing arrangements with their 
neighbours. All these fortunate individuals, moreover, 
may, during their periods of freedom, leave their houses 
untenanted and confine their expenditure to the pleasures 
of their holiday. 

Contrast this with the lot of the single-handed country 
G.P. He quite probably can arrange for his _near- 
est neighbour to cover his half-day and alternate Sun- 
days. But a week-end is almost out of the question, there 
are no nights off duty, while the annual holiday entails 
enormous expense. A locumtenent has to be engaged at 
£18 18s. a week, a car has to be provided (hire and main- 
tenance may cost £7 a week), the house has to be kept open 
with a resident maid in attendance (food, light. heat, and 
service may cost £12 a week). These figures are from a 
recent experience. £38 is a frightful and frightening sum 
to contemplate expending each week before beginning to 
buy the first minute's pleasure of one’s holiday. Yet the 
rate of remuneration and of expense allowance are cal- 
culated on exactly the same scale for the single-handed 
rural G.P. as they are for his more fortunate colleague in a 
partnership practice. If there is a true disparity here it 
cries out for adjustment and relief.—-I am. etc.. 

March Gorpon L. McCuLtocna. 


Reorganization of Medical Practice 

Sm,—Dr. D. White's letter (Supplement, October 26. 
p. 141) was very interesting and I heartily agree with his 
views on the subject. The present system gives us all the 
disadvantages of a civil service but none of its advantages. 
At present we have no provision for annual leave, for 
absence during illness. no increase in salary for seniority, 
for higher degrees, or for postgraduate study. The capita- 
tion system has a demoralizing effect on medical ethics— 
a subject which seems to be neglected in present-day train- 
ing. In the scramble for “ heads,” ethics and etiquette are 
conveniently forgotten and even canvassing, openly or dis- 
creetly, is not a rare occurrence. The sooner the capitation 
system is scrapped the sooner will the medical profession 
regain its old dignity and respect.—I am.., etc.. 
S. T. Pysus. 


Wetherby, Yorks. 
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Another Stone 


Sik,-The Ministry of Health has issued an edict that 
visiting staffs shall pay for tea taken during out-patient and 
Operating sessions at the hospitals, as they say that this 
amounts to an increase in emoluments. In my opinion 
this is not so, but is a decrease rather than an increase, as 
on the appointed day we were all receiving this small 
amenity ; and surely, if it is considered an emolument, it 
was included in the terms of service. Therefore, in fact, | 
consider the Ministry is breaking our contract. This is yet 
another stone added to the growing monument of discontent 
subsequent to the inauguration of the National Health 
Service.—I am, etc., 

Chekenham. H. SANDEMAN ALLEN. 


Locum Pool 


Sir,-—-In answer to Dr. H. P. Hilditch’s letter (Supplement, 
November 9, p. 147), in which he refers to locums as casual! 
labourers, perhaps I should point out that in Her Majesty's 
prisons the “ casuals have, on the whole, a happier time 
than the “ long-termers,” or “ lifers,” as I believe they are 
professionally called. Judging by the spate of bellyaching 
letters which have appeared in the Journal during the past 
two years, this would appear to be the case in that prison 
without bars, the National Health Service. 

To the lay reader of these letters it would appear to be 
the ambition of many members of the medical profession 
to ride around in gold-plated Daimlers, with no thought at 
all of the present financial condition of this country. Surely 
it is the duty of all doctors, and indeed of anyone seeking 
to earn an honest living in this country, to tighten their 
belts and live as economically as possible in order to give 
the country a chance to ride the storm of financial inflation 
which is at present threatening to engulf it.—I am, etc., 


Brighton. GERALD W. WILLCOX. 


Poliomyelitis Vaccination 


Sirn,—At the New Year large consignments of anti- 
poliomyelitis vaccine are expected to become available and 
a vaccination campaign on a very large scale will begin. It 
will be on so large a scale that the existing staffs of the 
local health authorities will not be able to cope with it, 
and they may invite general practitioners to help by attend- 
ing clinics to administer vaccine, and agree to pay them 
sessional fees at the rates approved by the British Medical 
Association. These sessional fees, paid by the local authori- 
ties, will be taken into account in determining the size of 
the central pool. In other words, we shall reimburse the 
Treasury out of our final settlements the sums we receive 
from the council. As a profession we shall receive nothing 
for this work, we shall be paying each other for doing it, 
and helping the Ministry to shift a part of the cost of the 
National Health Service from the taxes to the rates. 

This should be borne in mind in shaping our reply if we 
receive from, or with the approval of, the Ministry, which 
treated our claim for increased pay with such contempt, a 
request that we, at the busiest season of our year, undertake 
for them these extra duties without any extra reward.—I am, 
etc., 


Rugby HENRY FLoyD. 


Haemorrhage Following Dental Extractions 

Sir.—Twice during the last week I have had to get out of 
bed at an early hour in the morning to stop haemorrhage 
from dental extractions. This is not only hard and unfair 
to a doctor, particularly during the present influenza epi- 
demic, but it is also hard on the patient, who has to submit 
to the relatively unskilled attention of a doctor trying to do 
work properly belonging to a dentist. 

This could very easily be prevented if dentists would give 
to each patient after extractions a card containing simple 
instruction on how to cope with possible haemorrhage, 
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and the dentist's telephone number in case these measures 
fail. Dentists would then have the privilege of completing 
their own work in the early hours. 

I cannot really see why this long overdue step is not a 
matter of agreement between the B.M.A. and B.D.A. It 
would end a lot of hard feeling.—1I am, etc., 

Theale, Berks H. S. SAMUEL. 


H.M. Forces 


REGULAR ARMY RESERVE OF OFFICERS 
Royal Army Mepicat Corps 


Lieutenant-Colonel R. J. G. Hyde, having attained the age limit 
of liability to recall, has ceased to belong to the Reserve of 
Officers. 

Lieutenant-Colonel D. H. Waldon, O.B.E., having attained the 
> limit of liability to recall, has ceased to belong to the Reserve 

Officers, retaining the rank of Lieutenant-Colonel. 

Major (Honorary Colonel) A. J. Leslie-Spinks has ceased to 
belong to the Reserve of Officers, retaining the honorary rank of 
Colonel. 

Major R. P. Goulden, from Active List, to be Major. 

Major L. C. Card has ceased to belong to the Reserve of 
Officers, on appointment to the Canadian Army (Militia). 


ARMY EMERGENCY RESERVE OF OFFICERS 
Royat Army Mepicat Corps 


Lieutenant-Colonel P. G. McGrath, from T.A.R.O., to be 
Major, and has relinquished the rank of Lieutenant-Colonel at 
his own request. 

Major B. St. J. Steadman, T.D., from T.A., to be Major. 


TERRITORIAL ARMY 
RoyaL ARMY Mepicat Corps 


Major H__H. Kenshole, D.S.O., T.D., has resigned his commis- 
sion, and has been regranted the honorary rank of Colonel. 

Major J. L. Warner has retired, and has been granted the 
honorary rank of Lieutenant-Colonel 

Major J. C. Tainsh has retired, retaining the rank of Major. 

Captains (Acting Majors) K. Greig and Sir James D. Fraser, 
Bt., to be Majors. 

Captains A. T. Merson and E. D. Edmondson to be Majors. 


ROYAL AIR FORCE 


Air Commodore J. Hill, C.B.E., has been granted the acting 
rank of Air Vice-Marshal. 

Flight Lieutenants P. J. Verrill, C. S. Pitcher, D. A. Brown, 
M. S. Wilson, D. F. Woodhouse, C. N. Best, A. J. Wainwright, 
and N. D. V. Swallow have been transferred to the Reserve, 
— the rank of Squadron Leader. 

Flight Lieutenant K. M. Harding has relinquished his commis- 
sion, retaining the rank of Squadron Leader. 

Flight Lieutenant G. P. McNair to be Squadron Leader. 


Royat Air Force RESERVE OF OFFICERS 


Squadron Leader S. Kent has relinquished his commission, 
retaining his rank. 


(EX-INDIAN ARMY) BRITISH ARMY 


Major R. B. Davis, D.S.O., has retired, and has been granted 
the honorary rank of Lieutenant-Colonel. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 


The following a have been announced: J. G. 
Clearkin, M.B., B.Ch., D.P.H., Special Grade Medica! Officer, 
Kenya; F. H. N. Cruchley, M_B., B.S., C.P.H., Senior Medical 
Officer (Health), Jamaica; H. Herlinger, M.D., D.M.R.D., Radio- 
logist (Diagnostic), British Guiana; N. Leitch, B.M., B.Ch., 
D.T.M.&H., D.P.H., Chief Medical Officer, Northern Nigeria ; 
Isobel P. Mackenzie, M.B., Ch.B.. D.P.H., Medical Officer, 
Zanzibar: Toh Chiong Hieng, L.M.S.., Medical Superintendent, 
Tan Tock Seng Hospital, Singapore; W. G. Cooper, D., 
D.T.M.&H., Medical Officer, Jamaica; T. B. Dobson, 
L.R.C.P.&S.1.. and Gertrud Hollitscher, M.D., Medical Officers. 
British Guiana ; K. Edmundson, M.B., Ch.B., Director, Medical 
Services, Seychelles; F. W. Galea, M.D., Medical Officer, 
Northern Nigeria; Jean T. Holland, M.B,, Ch.B., Pathologist, 
Uganda; S. M. MacKenzie, M.B., Ch.B., Medical Officer, 
Uganda; J. D. O'Shaughnessy, M.B., B.Ch., Medical Officer, 
Sarawak: Pauline M. Philpott, M.B., B.S., Medical Officer 
(N.H.S. Scheme), Uganda; B. Purdy, M.B., Ch.B., Medical 
Officer, North Borneo; S. K. N. Roy, L.R.C.P.&S.1., and S. = 
Tamin, L.A.H., Medical Officers, Mauritius. Correction, J. H. 
Chen, F.R.C.S. (for Senior Specialist, Federation of Nigeria, a 
Specialist (Surgical), Hong Kong). 


Association Notices 


Diary of Central Meetings 


NOVEMBER 

27 Wed. Emergency Call Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 

27 Wed Overseas Service Subcommittee, Overseas Com- 
mittee, 2.30 p.m. 

28 Thurs. Alternative Scheme Subcommittee, G.M.S, Com- 
mittee, 2 p.m. 

29 Venereologists Group Committee, 11 a.m. 

29°) ri Assistants and Young Practitioners Subcommittee, 
G.M.S. Committee, 2 p.m. 

29 «*#F ri Hospitals Junior Staffs Group Council, 2 p.m. 

29° OF ri Committee on Adoption of Children, 2.30 p.m. 

DECEMBER 

2 Mon Forensic Medicine Subcommittee, Private Practice 
Committee, 3 p.m. 

3 Tues. Ingleby Evidence Committee, 11 a.m, 

Tues Joint Committee of the B.M.A. and the 
Magistrates’ Association, 2 p.m. 

4 Wed Joint Consultants Committee, ial meeting (at 
Royal College of Surgeons of England, W.C.), 
10.30 a.m. 

4 Wed. Service Committees and Tribunal Regulations 
Subcommittee, 2 p.m. 

4 Wed. Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. 

5 Thurs os Consultants and Specialists Committee, 
0.30 a.m. 

S Thurs. Medical Students and Newly Qualified Practi- 
tioners’ Subcommittee, Organization Com- 
mittee, 2 p.m. 

5S Thurs. Otolaryngologists Group Committee, 2 p.m. 

6 Fri. Ste Committee C, Medical Whitley Council, 
0.30 a.m. 

6 Pri. Staff Side Committee C, Medical Whitley Council, 
and Public Health Committee, joint meeting. 
11.15 a.m. Meeting of Public Health Com- 
mittee will follow. 

10 Tues Special Propaganda Subcommittee, Organization 
Committee, 11.30 a.m. 

10 Tues Public Relations Committee, 2 p.m. 

10 Tues Regulations and Standing Orders Subcommittee, 
rganization Committee, 2 p.m. 

11 Wed Committee on Medical Education, 2 p.m. 

18 Wed Council, 10 a.m. 

19 Thurs. G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


AperystwytH Diviston.-At Talbot Hotel, Aberystwyth, 
Saturday, November 30, 7.30 p.m., dinner-meeting. Lecture by 
Mr. L. J. Temple: “ Place of Surgery in Heart Diseases.’ Wives 
of members, and guests, are invited. 

Barner Drviston.--At Barnet General Hospital, Friday, 
November 29, 8.15 p.m., clinical meeting to be held jointly with 
Finchley Division. 

BARNSLEY DIVISION. Thursday, 
November 28, 8.30 p.m., general meeting. 

BouRNEMOUTH Division.—At Board Room, Royal Victoria 
Hospital, Boscombe, Friday, November 29, 8.15 p.m., meeting. 
Address by Mr. J. S. Tomkinson ; “ History and Present-day 
Practice of Contraception.” 

BRIGHTON AND Mrb-Sussex Drviston.-At Lady Chichester 
Hospital, Hove, Tuesday, November 26, 8 p.m., clinical meeting. 

CAMBRIDGE AND HUNTINGDON BRaNCH.—At Milton Arms Hotel, 
Milton Road, Cambridge, Friday, November 29, 8 p.m., meeting. 
Discussion to be opened by Dr. C. W. Walker and Mr. J. F. R. 
Withycombe: “ Ways and Means of Reducing Hospital Waiting- 
lists.” 

Coventry Division.—At Board Room, Coventry and War- 
wickshire Hospital. Tuesday, November 26, 8.30 p.m., meeting. 
Brains Trust: “ Allergy.” 

EAsTBOURNE Drvision.--At Burlington Hotel, Tuesday, 
November 26, 8.30 p.m., combined meeting with Pharmaceutical 
Society. Talk by Mr. C. Cuthbert: “ Some Medico-Legal Aspects 
of the Investigation of Crime. 

Guttprorp Drvision.—At Board Room, Royal Surrey Count 
Hospital, Thursday. November 28, 8.30 p.m., meeting. Mr. D. 
Browne: “Early Diagnosis of Congenital Abnormalities.” 

Hype Drviston.—At Pack Horse Inn, Mottram, Wednesday, 
November 27, 8.45 p.m., scientific meeting. Dr. F. A. L. da 
Cunha: “ Gynaecology and General Practice.” 

INVERNESS Diviston.—At Staff Recreation Room, Royal 
Northern Infirmary, Inverness, Thursday, November 28, 5 p.m., 
meeting in conjunction with Highland Medical Society. B.M.A 
Lecture by Dr. Sheila Sherlock : * Recent Advances in the Treat 
ment of Liver Disease.” Following the lecture, an informal 
dinner will be held in the Royal Hotel, Inverness, at 7.30 for 
8 p.m. Medical guests are invited 

LAMBETH AND SOUTHWARK Drvision.—At 
Lambeth Hospital, Kennington Road, S.E., Sunday, 
1, 11 a.m., clinical meeting. 


At Queen's Hotel, Barnsley, 


Antenatal Clinic, 
December 
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Countries Brancu.—At Committee Room C, EASTBOURNE DIVISION 
B.M.A. House, Tavistock Square, London, Thursday The following officers have been elected for 1957-8: 
November 28, 5 p.m., meeting. Brains Trust for senior students : s 
Chairman.—Dr. K. Vickery. 


in the London area. A panel of examiners will answer ques- 
tions on “ How to Pass Examinations.’ 

Mip-Herrs Division.—At Hill End Hospital, St. 
day, November 29, 8.30 p.m., annual dance. 

Norru-east Essex Division.—At George Hotel, Colchester, 
Thursday, November 28, 8.30 p.m., meeting of B.D.A. to which 
all B.M.A, members in the area of the Division are invited. Talk 
by Mr. Harry Radin: “ Hypnosis in Dentistry.” He will also 
show a film which he has brought back from the International 
Dental Conference in Rome 

NorrH Mippiesex Division. 


Albans, Fri- 


At North Middlesex Hospital, 


Tuesday, November 26, 2.30 p.m., practitioners’ round Mr 
A. W. Purdie: “ Obstetric “and Gynaecological Cases.’ 

Oxrorp Division.—-At Nuffield Maternity Home Lecture 
Theatre, Oxford, Wednesday, November 27, 8.15 p.m. annual 


“ Heartburn.” 
GILLINGHAM Drviston.—At St 
Bartholomew's Hospital, Rochester, Thursday, November 28, 
8.30 p.m., meeting. Lecture by Mr. W. J, Harris: “ The Doctor 
and the Coroner.” All medical practitioners in the area of the 
Division are invited 

SHROPSHIRE AND Mip-Waces Brancu.—At Board Room, Royal 
Salop Infirmary, Shrewsbury, Friday, November 29, 8.30 p.m., 


general meeting. Professor P. R. Allison: 


RocHESTER, CHATHAM, AND 


meeting. B.M.A. Lecture by Dr. F. E. Camps: “ Motives for 
Murder.” 
SourH Mippiesex Division.—At Jersey Room, Red Lion 


Hotel, annual dinner- 
dance 

Sourm Suretos Drvision.—At X-ray Department, South 
Shields General Hospital, Wednesday, November 27, 8.30 p.m.. 
meeting. Mr. J. S. Fraser: “ General Practitioner Responsibility 
in Gynaecology.” 


Sourn-westr Essex Division 


Thursday, November 28, 7.15 for 7.45 p.m., 


At Wanstead Hospital, Hermon 
Hill, Wanstead. E., Tuesday, November 26, 8.45 p.m., meeting 
Dr E. Frankel: “Clinical Demonstration on Medical Cases, 
With Special Reference to Recent Advances.” 

SOUTH-WESTERN BrancH.—-At Torbay Hospital. Torquay, 
Thursday, November 28, 3 p.m., combined clinical meeting with 
Torquay and District Medical Society. 

Srockrorr Division.--At Alma Lodge Hotel. Stockport, 
Thursday, November 28, 7.30 for 8 p.m., annual B.M.A. dinner 
and dance 

Tower HaMters Drvision, 
Road, E., Friday, November 29, 3 p.m., clinical meeting 

Wematey Drvision.—At Board Room, Wembley Hospital, 
Tuesday, November 26, 9 p.m., meeting. Discussion to be intro- 
duced by Dr. G F. Abercrombie: “ The Hospital and the 
General Practitioner Members of Willesden, Hampstead, and 
Harrow Divisions are invited 


At Mile End Hospital, Bancroft 


Wesr Sussex Diviston.-At King’s Head Hotel, Horsham, 
Wednesday. November 27. 6.30 p.m., general meeting. Sir 
Geoffrey Todd: “Advances in the Management of Some 


Commoner Chest 
Geoffrey 
Hume 


Conditions.” After dinner, at 8 p.m., Sir 
Todd will answer questions, assisted by Dr. K. M. 


Meetings of Branches and Divisions 
Barnstey Drvisicn 
The following officers have been appointed for 1957-8: 
Chairman Dr. J. Costello. 
ice-chairman.—Dr. L. V. Broadhead. 


Secretary and Treasurer—Dr. J. H. Ritchie. 
issistant Secretary —Dr. D. H. Pick. 


BisHorp AucKLAND Drvistox 
The following officers have been elected for 1957-8: 
Chairman.—Dr. J. Leslie. 
Vice-chairman.—Dr. F. Robertson. 
Honorary Secretary and Treasurer.—Dr. F. Lishman 


Brisrot Division 
The following officers have been appointed for 1957-8 
Chairman.—Dr. R. M. Courtney, 
Chairman-elect.—Mr. A. Palin. 


Secretaries.—Dr. A. S. Anderson and Dr. Sarah Walker. 
Treasurer.—Dr. C. Dix. 


Doncaster Division 


At the annual general meeting on June 3 the following officers 
were elected : 


Chairman.—Dr. J. M. Hain. 
Vice-chairman.—Dr. R. W. L. Ward. 

Honorary Secretary.—Dr. G. R. Outwin. 
Assistant Honorary Secretary. —Dr. P. J. Shields. 
Honorary Treasurer.—Mr. L. Dougal Callander. 


Vice-chairman.—Dr,. S. Freedman. 
Honorary Secretary —Dr. D. A. Craib. 
Honorary Treasurer—Dr. F. Marshall. 


FincHiey Division 
The following officers have been elected for 1957: 
Chairman.—Dr. V. A. Brady. 
Vice-chairman.—Dr. H. Elliman. 
Honorary Secretary and Treasurer.—Dr. A. W. Hay. 
Assistant Honorary Secretary.—Dr. F. Steel. 


LANARKSHIRE Division 


At the annual general meeting the following officers were ap- 
pointed for 1957-8: 
J. Sutherland. 
Vice-chairman.—Dr. G. S. Park Noble. 
Honorary Secretar) Treasurer—Dr. J. C. Macarthur. 
Immediate Past Chairman.—Dr. Neil Douglas. 


Chairman.—Dr 


NEWCASTLE UPON TYNE Division 
The following officers were appointed at the annual meeting: 


Chairman.—Dr. W. Hunter. 

Vice-chairman.—Dr. R. Wear. 

Past Chairman.—D*r. E. G. Brewis. 

Honorary Secretary and Treasurer.—Dr. 

Assistant Honorary Secretary and 
Cormack. 


G. W. Anderson 
Treasurer.—Dr. G 


Norru-£asr Utster Division 
The following officers were elected at the annual meeting: 


Dr. G. P. McC. Marshall. 
R. A. Monteith. 


Chairman. 
Vice-chairman.— Dr. 
Honorary Secretary.—Dr. W. J. C. Hill. 
Assistant Secretary.—Dr. C. Burns. 

Honorary Treasurer.—Dr. M. Bolton. 


Norwich 


At the annual meeting on July 8 the following officers were 
elected for 1957-8: 

Dr. A. W. Taylor. 

Vice-chairman.—Dr. R. A. C. Rice. 

Honorary Secretary.—Dr. R. H. Scott. 

Honorary Treasurer.—Dr. M. H. Clement. 


Chairman. 


NYASALAND BRANCH 

The annual general te ag te. was held in the Mission Hospital. 
Blantyre, on May 29 Dabb took the chair and 12 
members were present. The following officers were elected : 

President.—Dr. Hilda 1. Goodall. 

Vice-president.—Dr. R. N. Weir. 

Honorary Secretary and Treasurer.—-Dr. A. P. Baker. 

PETERBOROUGH DIVISION 

The following officers were appointed at the annual meeting 
on July 2 

Chairman.—Dr. 

Vice-chairman.- 

Honorary Secretary.—Dr. 


J. I. Williams. 
Dr. G. F. Walker. 
J. Harkness. 


SouTH-WEST Wa tes Division 
The following officers have been elected for 1957-8: 
Chairman.—Mr. J. R. E. James. 
Vice-chairman.—Dr. D. Gwyn Jones. 
Honorary Secretary and Treasurer.—Dr. J. E. Crane. 
Assistant Honorary Secretary.—Dr. D. J. Davies. 


Tees-sipe BRaNcH 


At the annual general meeting the following office bearers were 
elected : 
President.—Mr. A. E. P. Parker. 
President-elect.—Dr. R. P. Jackson. 
Vice-presidents.—Mr. W. Irving and Dr. A. Morrison. 
Honorary Secretary and Treasurer —Dr. J. G. Warnock. 
Honorary Assistant Secretary and Treasurer.—Dr. G. Blair. 


WILLESDEN DiIvISION 
The following officers have been elected: 
Chairman.—Dr. A. N. Mathias. 
Vice-chairman.—Dr. G. Freeman Heal. 
Honorary Secretary and Treasurer —Dr. M. Mundy. 
Assistant Honorary Secretary.—Dr. R. Law. 
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EAR WAX Removed this easy way 


The removal of wax from the external auditory meatus has, in 
the past, normally entailed attendance by the patient for diagnosis 
and for the prescription of a suitable loosening agent, and a second 
attendance a few days later for syringing. 
Now, by the use of Cerumol tar Drops, wax can be removed in most 
cases at one visit. A few drops of Cerumol can be instilled into the ear 
and, while another patient is being attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The wax can then be removed by 
gentle syringing or with cotton wool. 1he wax may even be found 
to run out of the ear on its own accord, in which case patient, themselves 
may instil Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless to the lining of 
the external auditory meatus or the tympanic membrane. 
Cerumol is included in Category No. 4 of the M.O.H. classit.ed list of 
Proprietary Preparations and may be prescribed 
on N.H.S. Form E.C.10. 
FORMULA (Active Constituents per 
c.c.): —p-dichlorobenzene B.P.C., 


2 gm.; Benzocaine B.P., 3 gm.; Chlor- 
duiol B.P., gm.; Ol. Terebinth B.P., 


15 c.c. 

PACKS For Surgery Use 0 cx 

vial—separate dropper included. (Basic EAR OROPFPS 

N.H.S. price 28.) For Hospital Use ? =} amie 
2 oz. and 10 oz. bottles. for the easier removal of wax 


If you wish to test for yourself and have not received recentiy & 
a 10 c.c. vial, please write or telephone direct to: 


LABORATORIES FOR APPLIED BIOLOGY LTD - 91, AMHURST PARK * LONDON, N.16° Telephone: STAmford Hill 2252 


In gastro-intestinal conditions... 


When solid food is out of the question—in diarrhoea due to food 
poisoning or other intestinal infection — frequent sips of Lucozade, so 
easily assimilated, will do much to maintain the patient’s strength and 
morale. Lucozade has all the qualities of glucose combined with a 
refreshing palatability that makes it acceptable in all circumstances of 
weakness and exhaustion. 


LUCOZADE 


Lucozade requires no preparation. It is a lightly 
carbonated glucose solution with an attractive golden 
colour and a pleasant citrous flavour. The liquid 
glucose content is 23.5". WV of about 21 calories for 


each fluid ounce. 
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A logical treatment for 
coughs and colds 


A decongestive salve, Thoracin, 
for the symptomatic relief of coughs, 
colds and respiratory disorders 


Most doctors would agree that an externally 
applied remedy that passes through the skin 
direct to the bloodstream would have marked 
advantages over an oral preparation that may 
upset the digestive apparatus. 

The decongestive salve, Thoracin, has just these 
advantages. Thoracin contains a new ester of 
guaiacol. This ester, being fat- and water-soluble, 
easily penetrates the skin, passes into the blood- 
stream and is quickly carried to the root of the 
trouble—the alveoli, bronchioles and bronchi of 
the lung. 

Thoracin causes a vasodilation of the super- 
ficial skin vessels by the use of esters of nicotinic 
acid. It achieves the effect of the classic counter- 
irritant remedies—poultices, plasters and cupping 
—without irritation of the skin. 

Thoracin contains the tetrahydrofurfury! ester 


Thoracin can be safely used on the most delicate skins, so it 
is particularly suitable for children. It is always easier to apply 
a soothing ointment locally to a child than to administer a dose 


of salicylic acid, which relieves the pain caused by 
reflex spasm of the pectoral muscles. It also brings 
to the alveoli via the bloodstream the sedative, 
antispasmodic and expectorant properties of cam- 
phor, eucalyptus, and guaiacol. 

Especially suitable for children 
Thoracin is available in | oz. tubes. Basic N.H.S. 
price of 2/6d. plus P.T. It is not advertised to the 
public. Since a very small quantity is sufficient for 
each application, the cost of treatment is extremely 
low. The cream vanishes instantly and does not 
mark or stain clothing. 


Samples and literature will be gladly sent 
on application to: 
Medical Department 
Lloyd-Hamol Ltd., Waterloo Place, 
London, S.W.1!. 


Made by the makers of Transvasin 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON S.W.1. 


of medicine. 


-— HOW THORACIN WORKS — 


The esters in Thoracin pass through the skin to the blood 

vessels and are carried to the heart and thus on to the 

lungs. Here they are excreted through the bronchial pass- 

ages and come out in vaporized form through the nose 

and throat, easing congestion, loosening mucus and 
soothing irritation 


COMPOSITION 
Phenyl Echy! 

Nicotinate 2.0% w/w 
Guaiacol Furoate 5.0% w/w 
Tetrahydrofurfury! 

Salicylate 10.0% w/w 
Camphor 3.0% wiw 
Eucalyptol 2.0% wiw 
Water- 


Miscible Base to 100.0% 


*Thoracin’ is a registered trade mark of Lioyd-Hamo! Ltd. 
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Now available to you 
direct from Glaxo 


LONG-LIFE 
B.C.G. VACCINE 


After eleven years’ research, Glaxo have perfected a 
freeze-dried B.C.G. vaccine. It is a safe, standardized 
and very convenient product that has a life of at 

least 12 months yet can be simply reconstituted for 
intradermal injection. 

Clinical trial' has shown that Freeze-dried B.C.G. Vaccine 
Glaxo produces a satisfactory tuberculin-conversion, both 
in time and degree, and is suitable for use in contacts 

and for general immunisation. The Glaxo product, which is 
the only B.C.G. vaccine of any kind being made in Great 
Britain, can be ordered from Greenford. 


Freeze-dried B.C.G. VACCINE Glaxo 


Contains over 100,000 
viable organisms per 0.1 cc. 
dose when reconsti! uted 
with sterile distilled water. 
Issued in bores of ten « 1 cc. 
multi-dose ampoules: 
Compostie pack of five x 1 cc. 
multi-dose ampoules with 
five x 1 cc. ampoules of 
sterile distilled water. 


1. Tubercle. 1967, 38, 227 


BYRon 


MIDDLESEX. 


GLAXO LABORATORIES LTD., GREENFORD, 


Subsidiary Companies or Agents in most countries 
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These are the advantages or 
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B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoic acid, first intro- 
duced by our Research Laboratories in 1948, is the drug of choice —_,.4 uN ae 
im regimens comprising PAS in concurrent therapy. AN R 


In the form of its calcium salt, it provides extended bacteriostatic 
levels, induces only minimal side-effects as compared with sodium 
PAS, and because of its high acceptability guarantees as far as 
possible that patients, particularly on domiciliary treatment, do take 
their medication. 


Available in 3.5 g. envelopes and in | g. cachets; and as bulk powder. 


PAKISTAN: Grahams Trading Co. (Pakistan) Ltd. P.O. Box 30, Karachi. 


Full abstracts from literature, also details of institutional packs and prices, from the Medical Department 


A. WANDER LTD., 42 UPPER GROSVENOR ST., GROSVENOR SQ., LONDON W.1 


CANADA. A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A.Wander Ltd., Devonport, Tasmania. 
NEW ZEALAND: A. Wander Ltd., Christchurch. INDIA: Khatau Valabhdas & Co.,Indian Globe Chambers, Fort St., Fort, Bombay | 
CEYLON: A. Baur & Co. Ltd., Colombo. 


* B-PASINAH * is available in two 
convenient forms: 

Powders each containing 

3.5 g. calcium B-PAS (Wander) 
and 87.5 mg. isoniazid. 
Cachets each containing 

1 g. calcium B-PAS (Wander) 
and 25 mg. isoniazid. 
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By mouth 
| 

or 

| 

: by rectum 
| 

| 

| 


Cafergot 
BY SANDOZ 


aborts the attack of migraine 
in more than 80% of cases 


TABLETS | for the vast majority of patients 
Ergotamine tartrate. B.P. ms 
Caficine, BP. 100 me. 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
SUPPOSITORIES | when there is too much nausea 
Ereotamine tartrate, B.P. . 2 ms | 
Total alkaloids of belladonna 0.25 me | 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


for tablet medication 


Sandoz House 


23 Great Castie Street 


Sandoz Products Limited 


London, W.1 
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oral depot therapy 


10-12 hours uninterrupted 

therapeutic effect 

with a single oral dose 
advantages: 


(1) certainty of continuity 

(2) no relapse due to broken administration 
(3) no forgotten doses 

(4) economy—low N.H.S. cost 


asmapax sustained action ‘ionexten’-tabs.t 


day-long and night-long 
freedom from 


formetas Ber. ephedrine hcl, (as resinate), 65 mg. 
valetone, 50 mg. mephenesin. 

2 ta q 12h 

basic N.H.S. cost: biets S/-, 


Gexten cisisines action ‘ionexten’-tabs.+ 


day-long appetite control 
| mood elevation 


formula: me. dexa (as resinate). 
34 breakfast time. 


dosage: tat 
basic N.H.S. enets 3 tablets 2/6. 


barbidex* sustained action ‘ionexten’-tabs.+ 


day-long relief of 


formula: 10 mg. dexamphet. sulph. (as resinate), | gr. phenobarbitone, 
dosage: }-! tablet at breakfast time. 
basic N.H.S. cost: 39 tablets 3/10. 


In ‘ionexten’-tabs. controlled ionic exchange evenly feeds 
the therapeutic agents into the blood stream at optimal level 
for 10-12 hours independent of varying physiological factors. 
(‘ionexten’-tabs. are not enteric coated). 


* regd, + trademark patents pending 


write for clinical samples, literature and case reports. 


Clinical Products Ltd., Richmond, Surrey 
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statement of experience and appointments held. | 


_ Canvassing in any form will disqualify. 


APPOINTMENTS 
Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recentyytestimonials with short | 


Applications should be sent at once if no closing date is given. 


WSERVICE MEMBERS may have difficulty in supplyi 
testimonials, but this should ant deter them 


= fully registered medical practitioner who is liable for Nationa! Service must obtain defermen: 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment 
’ The position of provisionally registered medical practitioners who are liable for National 
Service has been made clear in a notice sent to them by the Ministry of Labour and National 


Service. | 


SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF 
Registrar Grades, Whole-time 


(a) REGISTRAR: Posts obtained normally not less than two years after registration as a 
medical practitioner and held normally for two years: £935 per annum in the first year; £1,061 1 

per annum in the second and any subsequent years. If the post is resident a deduction of £170 | 
per annum is made 


(b) SENIOR REGISTRAR: Posis obtained normally not less than four years after registration 
as a medical practitioner and held normally for four years; £1,210 per annum in the first year; 
£1,320 per annum in the second year; £1,430 per annum in the third year; £1,540 per annum | 
in any subsequent years. If the post is resident a deduction of £200 per annum is made. | 


Other Grades, Whole- 
(a) HOUSE OFFICERS: | 


(i) Provisionally registered medical practitioners: £467 \0s. per annum for + | 

held; £522 10s. per annum for the second and al! subsequent jan held; ee | 
provided that the employing authority (subject in the case of a Hospital Management Committee 
to the consent of the Regional! Hospita! Board) shal! have discretion to determine that the remun- 
eration of any officer holding his first post in the National Health Service as a House Officer 
shall be £522 10s. per annum if they are satisfied that the officer has held at least one hospital post 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent to 
those of house posts in the National Health Service and supervised by appropriate specialist staff. 


(ii) Fully registered medical practitioners 


£577 10s. per annum for any post held; 


provided that in exceptional circumstances, subject to the consent of the Minister, this rate may 
be exceeded by up to £50 per annum where a post cannot be filled otherwise. 

In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect 
of board and lodging and other services provided shall be made and each post shall be tenable 
for six months 

(6) SENIOR HOUSE OFFICER: Posts obtained by fully registered medical practitioners, | 
and held normally for one year only: £819 10s. per annum. If the post is resident a i 
of £150 per annum is made. 

(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- 
ments but who are neither Senior House Officers nor in one of the registrar grades, who have 
less responsibility than other hospital officers of non-consultant status, and who have been 
appointed for a limited or an indefinite period, not less than one year after full registration as 
a medical practitioner: £852 10s. by £55 to £1,182 10s. per annum. If the post is resident a 
deduction of £170 per annum is made. 

ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
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CLASSIFICATION 


and order of appearance 


Practices 
Partnerships 
Assistantships 
Trainee General Practitioners 
Locums 


APPOINTMENTS 


including pre-registration 

under appropriate specialty headings, as follow 
Anaesthetics Ophthalmology 
Blood Transfusion Orthopaedics 
Paediatrics 

asualty 
Chest and Tb. Pathology 
Dental Physical Medicine 
Dermatology Plastic Surgery 
Psychiatry 

eriat Radiol 
Infectious Diseases R — 

adiotherapy 
Medicine Rh \ 
Neurology nReumatology 
Obstetrics and Surgery 

Gynaecology Thoracic Surgery 
in the following order : 
Consultants, S.H.M.O.s, Registrars, 
Climical Assistants, J.H.M.0.s, Senior 
House Officers, Howse (€ Pre- 
registrations. 
Public Health Pharmacists, etc. 
Commercial Receptionists, ete. 
Industrial Houses and Property 
Accommodation, ete. 
pmo Motor Cars, Hire, etc. 
Personal Miscellaneous 
Meetings Nursing Homes 
Educational and Homes 
Lectures Agents 
Rates are shown on the Inside Back Cover. 
MEMBERS ABROAD. Copies of vacancies 
advertised in the Journal can be sem by AIR 
MAIL The minimum cost is 3s. per week, which 


covers up to three separate headings 


headings Is. cach 


additional 


Picase state type of vacancy and remit to the 


Advertisement 


Director, BMJ 


PRACTICES (Executive Councils) 


PARTNERSHIPS (Offered) 


For vacancies (except those in Scotland) apply oa 
Form E.C.16A, obtainable from the Executive 


residence and surgery not available 
(on Form E.C.16A) to the undersigned, trom whom 
further particulars may be obtained, not later than 


town, third Partner, male or femaic 
ric experience desirabic. 


WANTED IMMEDIATELY FOR N. CHESHIRE 
Good obstct- 
Irish R.C. preferred 


at present.—Box A.116 


Applications | PARTNERSHIP OFFERED N.W. 
housing area Capital for house 


SUBURBAN 
essential. —Box 


Assistant wanted. 


£3,500, requires minimum £3.500 residential district 
larger town 


Box PR.1183, B.MJ Partnership 


PRINCIPAL, WEST MIDLAND COUNTY TOWN 


necessary.—Box PA.1203, B.M_J. 


DOCTOR WITH GOOD EXPERIENCE. 
presemt assistant in large industrial practice. secks 
Ample capital for house purchase if 


Box A.1158, B.MJ 


Wanted, married Assistant, 


Definite view. 
East Riding of Yorkshire. 


Lady Doctor for Saturday 
No visits. North London 


country practice 


Somerset. Cottage hospital, maternity hospital 
Picasant unfurnished accommodation  availabic 
Previous G.P. experience not essential No view 


2, BMJ 
Wanted, married Assistant for semi-rural practice 


Council. Mark envelope Vacancy.” ase. 
PA BM within 20 miles Birmingham. Rent-free flat. Com- 
SHEFFIELD, Yorkshire - ——- - mencing £1,000 per annum inclusive. Obstetrical 
ee PARTNERSHIP, LARGE S.E. ee — experience preferred. State other interests when 
, TICE. D.O. and D.R.C.0.G. advantage. Sur- | «applying —Box A.1152, BMJ 
a: 
gerv on long lease. Freehold residence for sale Wanted, permanent part-time in 
PA.1187, B.MJ rural single-handed practice near Malvern uit 
present approximately 2,080 Retiring doctor 


Rural district 
British. Married. Car 


“le PA.1196._B.M.J apital for house purchase an assct. 
November 30, 1987.—J. H. Cargill, Cletk of the | PARTNER, AFTER ASSISTANTSMIP, | Scary by arranecment—Box A174, BMJ. 

Sheffield. 7 P (R721) English or Scot Protestant, Obstetric HLS. Assistant with view required, rural practive Co. 

7 Accommodation to rent. S. London.—Box PA.1185, Durham Car owner. Obstetric experience and 

x nge ment.—Box 

oung married Assistant 

PLEASANT NOTTS MARKET Town, semi | P ARTNERSHIPS (Wanted) me Hr 4 Free house and 
RURAL, single handed practice, 2.250 units, income AT garden.—Box A.1153, B.MJ 


Surgery, 5 to 7 p.m, 
Salary by arrangement 


exchanee for | ASSISTANTSHIPS VACANT modation.—Box A.1160, B.MJ, 
Box No. A.573, B.M.J., October 12. | Married Accstent, view, 

please this vacancy is filled. Regret industrial Midlands. One principal ary ab 

PRACTICES (Wanted) Sela note inclusive. Modern house, garage, 
1161, 

M.D., M.R.C.P., CAMB. AND ST. THOMAS’S, wanted, / t, male, own car, Liverpool. garden, free. 

widely eupesienced, experience Zealand, salary £35. rising to £45 per week. Also 

Details to Dr. A. Wharton. 131, Dart- many G.P. openings elsewhere.—Apply, Percival 


England, Channel! Isles, Canada. Adequate capital 
available for house, etc.—Box PR.1184, B.MJ 


mouth Road, N.W.2. 


Turner Medical Agency, 25, Maiden Lane, W.C.2. 


. 
— 
— 
j 
| 
- . 
: — Male Assistant, single, wanted, Birmingham Car 
. 
We 


3? 


Assistantships Vacant—contd. 


Part-time Assistant required from January |. 
London Rota Accommodation availabic 
fours, salary, by arrangement Box A 1204.BMJ) 

R.C. Assistant wanted, single, mate, possible 
view. Industrial central London. Small flat avail 


able Own car Salary £1,050. plus £100 car 
allowance Full particulars in writing.--Box 
A.1154. BMJ 

Young Married Assistant required for North-East 
ndustrial practice. Car owner. Good salary. Un- 


furnished house free —Box A.1175, BMJ 


ASSISTANTS AVAILABLE 


Assistantship desired, North Yorkshire, Durham, 
Cumberiand area English 31, married, wife 
qualified Two years’ hospital, trainceship Car 
owner Available now.—Box A.1168, BMJ 

Assistantship, view preferred, required. ™.B., 
Ch.B.. D Obst R.C.OG., Eng'ish, Protestant. 30 
car owner Hospital, R.A.M.C., industrial trainee- 
ship, two years’ G.P.. obstetrics, welfare clinics 
Keen obstetrics.-Box A.1155, B.MJ 

Experienced Awistant, 29, secks post offering 
definite prospects of partnership. Northern Eng!and 
Willing to wait for good opening.-Box A.1166 
BMJ 

Experienced G.P.. Scots, M.B.. Ch.B., 
DR.C.O.G., Protestant, married, secks Assistant- 
ship with view in practice with scope for plenty of 
obstetrics. North of England or Scotland preferred 

Box BMJ 

Experienced St. Thomas's graduate, male, avail- 
ab'c for evening sureerics, central or West London 
area preferred —"Phone Knightsbridge ‘$402 

Glasgow graduate, M B., Ch.B.. 1949. Protestant. 
years. Married, family Rural! preferred. Hos 
pital. including obstetrics, G.P. experience —Box 
A.1192, BMJ 

Gay's man, own car, available surgeries, visits, 
et London area. preferably N.W Sw. W 
"Phone HAM 18351 


BRITISH MEDICAL JOURNAL 


Trainee wanted, Westminst Car 
Box T1064, BMJ 

Trainee wanted, preferably mate, in basy South 
London practice Car owner. Live out. N.HS 
scaic of pay Box T.1172. BMJ 


LOCUMS (Vacant) 


Locum required from December 30 for 7 or 10 
days. Small semi-rural practice. With or without 
car~—Dr. Rainford, Bold Lane, Aughton, Lanca- 
shire 

Locum wanted, Northamptonshire, male, car 
owner, January $ to 18 inclusive. %6 gns. for period, 
including car allowance.—Box L.1196, 

North Manchester. Locum required for three 
weeks from December 2. Car essential £18 18s 
a week, plus £2 2s. car allowance. Partner remain- 
ing.—Box L.1205, B.MJ 


Croydon Group Hospital Masagement Committee 
Mayday Hospital (611 beds) 


Locum Tenens Consultant Obstetrician and 
Gynaeco'ogist 
December 16 to 22. Salary in accordance with 
regulations. Applications in writing, with names 
of two referees, to George A. Paines, Group Secre- 
tary, Hospital Management Committee, Generai 
Hospital, London Road, Croydon (8942) 


General Hospital, Rochford, Essex 


Locum Registrar 
required for the Obstetric Unit, from December 1 
to 14. 1957 Apply immediately to the under- 
signed. —J. C. Field, Secretary (9150) 


Horton General Hospital, Banbury, Oxon 


Locum Senior House Physician 
required, commencing December 27 (or 24 if 
desired) to January 11 Applications to Secretary. 
with names of two referces (8304) 


Medical Missionary offers part-time help. bh 
or practice Rickmansworth area No car.—Box 
A.1177, BMJ 

Oxford and District. Married. car owner, secks 
Assistantship of part-time work Box A.1176, BMJ 

Part-time Assistantship required in South or 
South-East London areas by M.B.,°S1.D.R.C.0.G 
one year’s G.P. experience. Available December | 
onwards..-Box A.1169. BMJ 

Postgraduate, experienced G.P., available morn- 


ina oor evening surecrics, North London.—-Box 
4.1193, BMJ 

Surgeries, calls, stand by, North, North-West 
Londos. Postgraduate. Ex-traine Extensive G.P 
experience as principal TUD 0761 between 1-2 

Well experienced G.P., singe, car, desires full-/ 
part-ume Assistantship Cardiff district. Box 
A.1165, BMJ 


Woman, DR.C.0.G., experienced CG P.. 
available for surgeries Elstree area.—Box A.1167 
RMJ 

Woman postgraduat qui 1-3 evening sur- 
ecrics weekly, central London. G.P_ experience 
Box A.1164, B.MJ 

Women, single, B.S.. 1952, D.R.C O.G., 
hospital, experience Gloucestershire arta 
preferred Box A.1170. BMJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted, male or female Trainee, o 
North London Good experience Light work 
Car supplied.—-Box 17.1195, B.MJ 

Wanted, Trainee, British, male. single, car owner, 
rurat practice. Herefordshire, N.H.S. salary and 
allowances.—-Box T.1076, B.MJ 

Wanted, Trainee in three-man practice, Cornwall 
area, urban and rural, preferably male, singic. and 
car owner Live out Time for study or recrea- 
tion. —Box 7.1063, BMJ 

Leadon, Trainee (male or female). Live out. 
Plenty f time for postgraduate studies.—Box 
riits, BMJ 

Mate Trainee for pleasant North Loadon Disirict. 
Excetient facilities in all branches of practice and 
Postgraduate study Box T.1180. BMJ 

Married Trainee wanted, Cumberiand, semi-rural, 
Car owner. Cottage hospital. Pleasant district and 
Practice salary Car £150 Furnished 
house available Box T.1194. BMJ 

Trainee required. Exceptional opportunities for 
doctor interested in occupational health or social 
medicine.—-Dr. Hugh Miller, 2, Lomond Road, 
Edinburgh 

Trainee required for partnership practice, Altrin- 
cham area.—Box T1078. BMJ 

Trainee required. male or female. Country 
practice Midlands, near Lichficld. Two partners 
Some dispensing Midwifery. cottage hospital 
Dr. Platt, Alrewas, Burton-on-Trent 

Trainee required, mate, car owner, London, 15 
minutes Charing Cross Rota Living accom- 
modation if married —Box T.1061, B.M.J 

Trainee vacancy for Englishman, car owner, 
January |, with Partner in large Midiand City prac- 
tive Rota system ensures ample time for study 
and recreation.-Box T.1179, BMJ 


Manchester Regional Hospital Board 


Lecum Conve'tant Anaesthetist 
required to the Lancaster and Kendal Group of 
Hospitals, whole-time or maximum part-time. Salary 
according to individual status. Wide experience 
and high qualification § essential Applications 
together with names of two referees, to Group 
Sec., Royal Lancaster Infirmary, Lancaster. (9068) 


Newark Hospital, London Koad, Newark, 
motts (General) 


Resident Locum Junior Hospital Medical Officer 
(Medical) 
required for period December 2, 1957, to January 
4. 1958. inclusive Salary t19 Ss. per week, less 
residential emoluments ications, stating quan 
fications, with copies of two recent testimonian, 
to the Group Secretary, General Hospital, Nottine- 
ham. as soon as possible (8561) 


Newcastle Regional Hospital Board 


Locum Registrar Physician 
whole-time, for Geriatric Unit. Sunderland group 
of hospitals, main hospital Sunderland General (217 
beds for geriatrics), for period of approximately 
three months Applications with names and 
addresses of three referees, to Senior Administrative 
Medical Officer, Regional Hospital Board, Benficid 
Road, Newcastle upon Tyne, 6, immediately (8943) 


North Middlesex Hospital, London, N.18 


Applications are invited for the appointment of 
Locum Senior Registrar 

in Obstetrics and Gynaecology, for the period 
December 16, 1957, to March 31, 1958. Non-resi- 
dent post, but residence may be arranged If desired 
Candidates should possess M.R.C.0.G Depart- 
ment consists of 140 obstetric beds (including 
Maternity Annexe at Finchicy) and 60 gynacco- 
logical beds Duties include a certain amount of 
teaching Applications, giving full particulars of 
qualifications and experience, and names of two 
referees, to Hospital Secretary (9110) 


Oxford Regional Hospital Board 


Lecum Consultant in Ophthalmology 
four sessions weekly, Aylesbury area, from Decem- 
ber 1 Apply immediately, stating age, qualifica- 
tions, experience, and names of two referees, to 
Secretary, 43, Banbury Road, Oxford (8944) 


Sheffield Regional Hospital Board 


Radiologist (S.H.M.O. grade) 
required for three months in the first instance a: 
the City General Hospital, Sheffield, and Becket 
Hospital, Barnsicy Remuncration £34 14s. 6d 
per week Apply to Secretary, Sheffield Regional 
Hospital! Board, Old Fulwood Road, Sheffield. 
naming two referces. (8946) 


LOCUMS (Available) 
Experienced doctor intending postgraduate sur- 


gical studies requires evening surgeries, night 
duties week-ends, Liverpool area Car.—Box 
L.1197, BMJ 
Mate, M.B., Ch.B. (Edin.), available.Dr. Auden, 
45, West Avenue, Clacton-on-Sea 4650. 
Registered Practitioner available Locums, live in. 
Box L.1181, BMJ 


APPOINTMENTS 


ANAESTHETICS 
LEEDS REGIONAL HOSPITAL BOARD 


CONSULTANT IN) ANAESTHETICS 
(Maximum part-time sessions) 
Hospitals in the East Riding of Yorkshire, mainly 
at Westwood Hospital, Bevericy One session at 
Hull Royal Infirmary. Person appointed to res de 
in Beveriey Applications (12 copies), stating age 
qualifications, and details of present and previous 
appointments (with dates), and names and addresses 
of three referees, to the Secretary, Park Parade 
Harrogate, by December 10, 1957 (8596) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment 

WHOLE-TIME ASSISTANT ANAESTHETIST 
based at Ayr County Hospital, with dutics at Sca- 
field Hospital and clsewhere within the Ayrshire 
areca as required. Salary (at age 32 and over) on 
the scale £1,653 15s. by £52 10s. to £2,126 4s 
Applications (16 copies), stating date of birth 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2. not later than 30 gays after 
the publication of this advertisement (9170) 


LEEDS REGIONAL HOSPITAL BOARD 
REGISTRAR IN ANAESTHETICS 
Halifax Group (approximately 340 beds in the 
surgical specialties). Resident. Application, stating 
age. qualifications, and details of present and 
previous appointments (with dates), together with 
the names and addresses of three referees, w the 
Seeretary, Joint Registrars Commitice, Park Parade 
Harrogate, by November 27, 1957 (8598) 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


APPOINTMENT OF REGISTRAR 

Applications are invited for a whole-time post as 
Registrar in Anaesthetics at hospitals managed by 
the Coleraine and Portrush and North Antrim 
Hospital Management Committees. The terms and 
conditions wiil be in accordance with the applica- 
tion of the Spens Report to Northern Irc'and 
Applications to be made on a form obtainable 
(with further particulars) from the Secretary. 
Northern Ireland Hospitals Authority, 44-46, Queen 
Street, Belfast, and to be returned not later than 
December 12, 1957 (9069) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAESTHETIC REGISTRAR 

required at West Herts Hospital, Heme] Hempstcad 

New post Application made for recognition by 

Faculty Application forms obtainable from, and 

returnable to, Secretary, West Herts Group Hos- 

pital Management Committee, 9, Rickmansworth 

Road. Watford, Herts, by December 10, 1957 
(9111) 


St. Albans City Hospital, St. Albans, Herts 
(384 beds) 


Locum Tenens Casualty Officer 
(Registrar grade) required for the period December 
2 wo 14, 1957, inclusive Application to Secretary, 
Mid-Herts Group Hospital Management Committee, 
Bleak House, Catherine Street, St. Albans (8945) 


South Shields Maternity Hospital 


Locum House Surgeon, Obstetrics and Gynaecology 
required on December 8, 1957, for approximately 
six weeks, with duties at Maternity Hospital (36 
obstetrical beds) and General Hospital (26 gynac- 
cological beds) Applications to Medical Superin- 
tendent. Generali Hospital. South Shicids (9085) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Mansfield and District Hospital (206 beds) 
(Recognized for D.A. and 


WHOLE-TIME RESIDENT REGISTRAR 
(Anaesthetics) 

required Post vacant January 13 Appointment 

for one year in the first instance. Apply to Secre- 

tary, Shefficld Regional Hospital Board, Old Ful- 

wood Road, Shefficic. by December 2, 1957, giving 

age, nationality. qualifications, present and previous 

appointments (with dates), naming three, referces 
(3912) 


Nov. 23, 1957 


Anaesthetics—contd. 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for a  whole-time 

appointment as 
ANAESTHETIST 

(second year Registrar) to fill a vacancy in the 
approved establishment at Eastbourne group of 
hospitals The salary will be £1,061 10s. per 
annum, and the appointment will be in accordance 
with the Terms and Conditions of Service of Hos- 
pital Medical and Dental Staff (England and Wales), 
and will be for one year in the first instance, 
renewable for a further year. Applications. giving 
particulars of age, qualifications and experience 
(with relevant dates), together with the names and 
addresses of two referces. to be sent to the Secre- 
tary, Registrars Committee. South-East Metropoli- 
tan Regional! Hospital Board. 11, Portland Place, 
London, W.1, not later than December 7, 1957 


THE BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row, Bi-mingham, 15 (215 beds) 


ANAESTHETIST (Registrar) 
resident. Now vacant Recognized D.A. and 
F_P.A, (six months), Ample opportunity for study. 
Application forms, from Secretary, Birmingham 
(Selly Oak) H.M.C., Oak Tree Lane, Birmingham, 
29. to be returned by December 2, 1957. Candi- 
dates may visit the hospital (8948) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Winchester Group Hospital Management Committee 


Applications are invited for the appointment of 
ANAESTHETIST 

(General Practitioner Clinical Assistant) for one 
session per week at the Royal Hampshire County 
Hospital, Winchester Duties would also include 
holiday relief within the Group. Applications, with 
details of relevant experience, to Group Secretary 
at the hospital not later than December 7. (9078) 


SOUTH-EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR ANAESTHETIST 
Junior Hospital Medical Officer or Senior House 
Officer grade, according to experience Post recog 
nized under Fellowship and Diploma Regulations. 
Applications, with names of two referees, to Group 
Secretary, Preston Hospita!, North Shields (8892) 


HITCHIN HOSPITALS, Hitchin, Herts 


RESIDENT ANAESTHETIST 
(Senior House Officer) required January -1, 1958 
Recognized for DA. and F.F.A.R.C.S. examina- 
tions Applications, with names of two reicrees, 
to the Medical Administrator, Lister Hospital, 
Hitchin, by November 27, 1957 (8600) 


ST. MARY'S HOSPITAL, W.2 


RESIDENT ANAESTHETIST 

required, with effect from January 1, 1958 The 
appointment is for a first period of six months ; 
remuneration to be at “Senior House Officer” 
rates Applications, stating nationality, date of 
birth, permanent address, qualifications with dates, 
details and National Health Service gradings of 
previous and present appointments, together with 
the names and addresses of three referees, should 
reach Alan Powditch, House Governor, not later 
than November 0. 1957 (8845) 

THE GUEST HOSPITAL, Dudley (154 beds) 

SENIOR HOUSE OFFICER (Anaesthetics) 
Post recognized for D.A. Successful candidate will 
be required to visit other hospitals in the Group 
Applications, giving the names of two referees, to 
the Group Secretary, Guest Hospital, Dudley, 
Worcs (7245) 


UNITED BRISTOL HOSPITALS 


Applications are invited for one post of 
RESIDENT ANAESTHETIST 
(Senior House Officer grade) tenable from February 
1, 1958, for six months, with duties in all branches 
of the teaching hospital group Applications, on 
forms obtainable from the undersigned. to be 
submitted by December 4, 1957, to Secretary to the 


Board, Royal Infirmary Branch, Bristoi 2. (9161) 


BLOOD TRANSFUSION 


SCOTTISH NATIONAL BLOOD TRANSFUSION 
ASSOCIATION 


Applications are invited for the post of 
WHOLE-TIME ASSISTANT MEDICAL OFFICER 
at the Aberdeen Centre. The appointment offers 
training in blood group serology and the activities 
of the Centre cover the full range of blood trans- 
fusion work. Salary £852 ‘0s. to £1,182 10s. per 
annum. Nationa! Health Service (Scotland) super- 
annuation regulations Applications, stating age. 
quaiincations and experience, together with the 
names of two referees, should be addressed to the 
Regional Director, Aberdeen and North-East of 
Scotland Blood Transfusion Service, Royal 
Infirmary, Foresterhill, Aberdeen (9159) 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association. 
B.M.A. House, Tavistock Square, 
London, W.C.1, or, in the case of the 
Irish appointments, with the Medical 
Secretary of the Irish Medical Associa- 
tion, 10, Fitzwilliam Place, Dublin, or, 
in the case of appointments under the 
Queensland State Government Insurance 
Office, with the Honorary Secretary, 
Queensland Branch, B.M.A., 88, 
L’Estrange Terrace, Kelvin Grove, W.1, 
Brisbane, Queensland, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointments : 
CORPORATION OF GLASGOW. 
Medical Assistant Bacteriologist 
NATIONAL DOCK LABOUR BOARD 
Regional Medical Officer / Assistant Medical 
Officer. 
REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medical Staff. 
QUEENSLAND STATE GOVERNMENT IN. 
SURANCE OFFICE. 
By Order of the Council, 
A. MACRAE, 


November 19, 1957. Secretary 


CARDIOLOGY 


BROMPTON HOSPITAL, 5.W.3 


Applications invited for the post of 


RESIDENT HOUSE PHYSICIAN 
to the Cardiac Department 


for six months from February 1, 1958 Duties 
include work in out-patient department and wards. 
Salary at the rate of £577 10s. per annum. Appli- 
cations, stating age, qualifications (with dates), 
nationality, and appointments held, together with 
copies of testimonials, by December 7, 1957, to 
Kenneth A. F. Miles, House Governor (121) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 


Newcastle upon Tyne Hospital Management 
Committee 


The following resident post becomes vacant on 
January 7, 1958: 


HOUSE PHYSICIAN (Cardiovascular 
(Tais post rotates with the two H.P. posts in 
General Medicine). 


The post is recognized for the purpose of pre- 
registration service, and applications will be 
accepted from students on the point of taking their 
qualifying examination. Applications, together with 
names and addresses of two referees, should be 
sent to the Secretary. Newcastle General Hospital, 
Newcastle upon Tyne, 4, by December 7, 1957. 
(Pr.9051) 


CASUALTY 
SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME NON RESIDENT SENIOR 
CASUALTY OFFICER 


required at the Beckett Hospital, Barnsicy. Salary 
scale, £1,653 15s. by £52 10s. to £2.126 Ss. per 
annum. Tenure for a period not exceeding four 
years. Application form and further detaiis from 
Senior Administrative Medical Officer, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficld. Forms to be returned by December 14, 
1957. (8602) 
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THE UNITED SHEFFIELD HOSPITALS 
Royal Infirmary 


Applications invited for the non-resident or 
resident post of 
CASUALTY AND ORTHOPAEDIC REGISTRAR 
in the Orthopaedic and Accident Department 
at the above hospital Post vacant December 4 
Post recognized for casualty requirements for the 
finai FRCS Applications, stating age, qualifica- 
tions and experience, with the names of three 
referces, should be sent immediately to the Chief 
Administrative Officer, the United Sheffield Hos 
pitals, West Street, Sheffield, 1 (913D 


UNITED OXFORD HOSPITALS 
The Radcliffe Infirmary 


Applications are invited for the post of 
REGISTRAR /RESEARCH ASSISTANT 
to the Accident Service from December 1, 1957 
The duties of this post will be divided cqually 
between the clinical duties of the Registrar appoint- 
ment and research work in the department, under 
the supervision of the Director of the Accident 
Service Applications, on forms obtainable from 
the Administrator, Radcliffe Infirmary, Oxford 
should be returned as soon as possibic, (8949) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Infirmary, Blackburn (262 general beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER 
(Casualty and Orthopaedics) 
required immediately. J.H.M.O. post can be for 
any period up to four scars. Recognized for 
F.R.C.S. Apply to Group Secretary, H.M.C. Office, 
Royal Infirmary, Blackburn. (R884) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Swansea Hospital (413 beds), Swansea 
Applications are invited from registered medical 
practitioners for the appointment of 
CASUALTY OFFICER 
of Junior Hospital Medical Officer grade, at the 
above hospital. Resident or non-resident. Vacancy 
December 5, 1957 Full particulars, stating age, 
qualifications and experience, together with the 
names of two referees, should be forwarded to the 
Secretary of the hospital.—-T. E. Jones. Group 
Secretary. (8568) 


WARRINGTON INFIRMARY 


RESIDENT CASUALTY OFFICER 

(Graded as Junior Hospital Medical Officer) 

Applications are invited from males and females 
for the post of Resident Casualty Officer at the 
above hospital The post became vacant on 
November 1 1957, and is recognized for the 
FRCS Scale of salary £852 10s. by £55 to 
£1,182 10s., less a deduction of £170 for residential 
emoluments. A whole-time Senior Hospital Medical 
Officer is in charge of the department Applica- 
tions, stating age, experience and qualificatrons, 
should be forwarded to Henry L. Boot, Group 
Secretary, Warrington and District Hospital 
Management Committee, c/o General Hospital 
Warrington, Lancs (7207) 


CONNAUGHT HOSPITAL, Walthamstow, E.17 
(123 beds) 


Applications are invited for the post ot 
SECOND CASUALTY OFFICER 

with dutics in the Departmen of Orthopacdic and 
Traumatic Surgery (Senior House Officer Grade) 
Recogn zed for F.R.CS Salary £819 10s. per 
annum, less £150 per annum for board, lodging, cic 
Applications, with full details and copies of two 
recent testimonials, should be sent immediately to 
Secretary, H.M.C., Forest Group, Langthorne Road, 
E.il, (8913) 


GENERAL HOSPITAL, Southend 


Applications are invited for the post of 
SECOND CASUALTY OFFICER 
(Senior House Officer grade) 

with duties in the Fracture and Orthopacdic Depart- 
ment Resident Post vacant January |, 1958 
The post is recognized for the F.R.C.S. Applica- 
tions, stating age, qualifications and experience, 
with copies of recent testimonials, to reach the 
undersigned as soon as possible—J. C. Field, 
Secretary (9119) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 31 
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Casualty—contd. 


GUILDFORD, ROYAL SURREY COUNTY 
HOSPITAL (233 beds) 


CASUALTY OFFICER 
required. Post recognized for F.R.C.S. examination 
Grading S.H.0 Two Casualty Officers employed 
who share the work of the department, which is 
part of the orthopacdic and traumatic unit. Regular 
matruction given in traumatic surgery and Casualty 
Officers take part in the work of fracture clinics 
Post vacant December 9. Applications, with copies 
of two testimonials, t© the Hospital Sccretary as 
S007 as Possible (91458) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from Loadon) 


Applications are invited for the appointment of 
RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) with attachment to 
Pacdiatrician and Ophthalmic Consultant Salary 
£819 108 per annum, less £150 per annum residen- 
tial emoluments Recognized under FRCS 
regulations Appointment to commence December 
9 1957 Apply, with full details and references, 
to Group Secretary Hertford HMC County 
Hospital. Hertford, Hers (9081) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Heath Read Wing. Ipswich (280 beds) 


Applications invited for post of non-resident 
CASUALTY OFFICER (5.H.0.) 
vacant immediately Day-time duties only, offering 
opporwnnty of study for higher cxaminations 
Applications, with full details, to the Hospital 
Secretary (8893) 


LAMBETH HOSPITAL. Brook Drive, 


Applications are invited for appointment as 
CASUALTY OFFICER (S.H.0.) 
Vacant January 1, 1958 Post recognized for 
FRCS. Successful candidate will be required to 
do locum duties from December 25, 1957. Forms 
of application from the Secretary (8885) 


LUTON AND DUNSTABLE HOSPITAL 
Beds 


Latoa, 


SENIOR HOUSE OFFICER 
for Accident Service, including duties in the hand 


infection unit required February 1, 1958 Post 
recognized for F. RCS Applications to be sent to 
the Secretary of the above hospital (8569) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hospital, Rochester, Kent 


CASUALTY OFFICER (S.H.0. grade) 

Apolications invited for the above post (one of 
two in the department). which offers excellent experi- 
ence with fractures and emergency surgery. and 
presents facilities for studying Recognized for 
FRCS Post vacant now and tenable for one 
vear Salary 10s. per annum Applicauons, 
stating agc, nationality, qualifications and ecxperi- 
ence, with recent textimoniais, to be sent to the 
Hospital Secretary (8781) 


BRITISH MEDICAL JOURNAL 


ROYAL HALIFAX INFIRMARY (301 beds) 


SENIOR HOUSE OFFICER 
in Casualty and Orthopaedic Surecry required 
Post recognized for FRCS. dnd is vacant 
January 1, 1958. Salary £819 10s. per annum. with 
deduction of £150 per annum for board residence 
ete Apply to Group Secretary, Roya! Halifax In- 
firmary. Halifax (8846) 


ST. MARY'S HOSPITAL, Paddington, W.2 


CASUALTY SURGEON 
(non-resident) required for a first period of six 
months with effect from January 1 1958 
Remuneration to be at “ Senior House Officer 
rates. Candidates must have held an appointment 
as House Surgeon at this hospital or at another 
hospital approved by the Board of Governors 
Applications, stating nationality, date of birth, per- 
manent address, qualifications (with dates), details 
and National Health Service gradings of previous 
and present appointments, together with the names 
and addresses of three referees, should reach Alan 
Powditch. House Governor, not later than Decem- 
ber 3. 1957 (R807) 


ST. NICHOLAS HOSPITAL, Plumstead, S.E.15 


SENIOR HOUSE OFFICER (Casualty Department) 
Vacant November 27 Recognized for F.R.C.S 
Six months’ resident appointment, and may then 
be renewed for a further period. Apply to Group 
Secretary, Memorial Hospital, Woolwich, S.E.18 

(STOR) 


SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Freedom Fields Hospital 
Central Casualty Department 


SENIOR HOUSE OFFICER IN CASUALTY 
vacant January |, 1958 Recognized for the 
F.R.C.S. Names of three referees to be sent to 


the Group Secretary (8418) 
TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Casealty and Orthopaedic) 
post vacant mid-January, 1958. Applications, stating 
age, nationality, and qualifications, together with 
the names of two referees, should be forwarded 
to the Group Secretary. Taunton and Somersct 
Hospital, Musgrove Park Branch, Taunton 
Somerset (8950) 


Nov. 23, 1957 


ASHFORD HOSPITAL, Ashford, Kent 
HOUSE SURGEON (Casualty and Orthopaedics) 


This acute general hospital offers wide gencra! 
and practical experience in medicine and surgery 
in addition to routine duties. Post. which is now 
vacant, is recognized for pre-registration service 
and by the Royal College of Surgcons for the 
F.R.C.S. examination. Salary £467 10s., £522 10s., 
or £577 10s. a year, according yo expericnce, less 
£125 a year for residential emoluments. Applica- 
tions, stating qualifications, experience and the 
names and addresses of two referees, to the Group 
Secretary, South-East Kent Hospital Management 
Committee, Ash-Eton,” Radnor Park West 
Folkestone 


READING, BATILE HOSPITAL (391 beds) 


Applications are invited from registered medical 
practitioners for the post of 

RESIDENT JUNIOR HOUSE SURGEON 
in the Accident and Orthopaedic Department. Post 
vacant November 1, 1957 F.R.C.S. recognized 
Also Casualty duties. Apply, stating age, qualifica 
tions (with dates). nationality, present post, with one 
copy of recent testimonial, to Hospital Secretary 

(S932) 


THE UNITED LIVERPOOL HOSPITALS 


David Lewis Northern Hospital 
Royal Southern Hospital 
Royal Liverpool Children’s Hospital 


Applications are invited for appointments as 
CASUALTY OFFICERS (House Officer grade) 
for the six months beginning March 1, 1958. The 
Posts afe Open to registered practitioners and pre- 
registration applicants. Apply by December 9°, 
1957, on form obtainable from the Secretary. the 
United Liverpool Hospitals, 80, Rodney Strect. 
Liverpool, 1 (9061) 


HAMPSTEAD GENERAL HOSPITAL 
Haverstock Hill, N.W.3 
(Reyal Free Hospital Group) 
Applications are invited for the pre-registration 
post of 
NON-RESIDENT CASUALTY OFFICER 
(M. or S.). Vacant January 1, 1958, tenable for a 
period of six months Application forms may be 
obtained from the Secretary, to whom they should 
be returned, together with copies of three recent 
testimonials, by December 5, 1957 (Pr.9048) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough General Hospital, 

Ayresome Green Lane, Middlesbrough (305 beds) 

Applications are invited for the appointment of 

SENIOR HOUSE OFFICER (Casualty) 

at the above hospital The appointment offers 
excellent experience in a very busy department, for 
which there whole-time Senior Casualty Officer 
and two whole-time Senior House Officers Appli- 
cations, stating full details and giving names for 
reference, should be addressed to the Hospital 
Secretary (8894) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


Mt. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 


Applications are invited for the following post 
RESIDENT SENIOR HOUSE OFFICER 
(Casualty) 

Apply immediately, with full particulars and copics 
of two recem testimonials, wo Group Secretary, St 
Tydfil's Hospital, Merthyr Tydfil (7377) 


NORTH MIDDLESEX HOSPTTAL. London, N.18 


Applications are invited for the post of 

ADMISSIONS OFFICER 

(Senior Howse Officer grade) 
Six months’ aopointment Non-resident Vacant 
January 1, 1958 This @ a busy post in a new 
department The evenings and weck-ends (from 
1 p.m. Saturday) are free Applications, giving full 
particulars, with copies of recent testimonials 
and or names of two referees. should reach the 
Secretary of the hospital not later than November 
27 (8797) 


ROYAL FREE HOSPITAL 


SENIOR CASUALTY OFFICER 
Applications are invited from registered medica 


practitioners -for the post of Senior Casualty Officer 
at the Royal Free Hospital, Gray's Inn Road 
wot The appointment is full-time. resident for 
six months, dutics to commence January |. 1958 
Salary and conditions of service in accordance 
with the sca aid down by the Ministry of Health 


for Senior House Officers Application forms may 
be obtained from the Hospital Secretary, Royal 
Free Hospital, Gray's Inn Road. W C.1, to whom 


they should be returned not later than November 
28. 1957 (8844) 


TORBAY HOSPITAL, Torquay 


RESIDENT CASUALTY OFFICER 
(Senior House Officer status) required approximatcly 
December 23, 1957. There is a complement of six 
Resident House Officers Applications, stating 
qualifications, nationality, age (quoting Ref. F.955 
86). with copy testimonials, to the Group Secretary 
Torquay District Hospital Management Committee 
Torbay Hospital, Torquay, 8. Devon (8722) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, The Green, N.15 


Applications are invited from registered medical 
practitioners for the appointment of 

RESIDENT SENIOR CASUALTY OFFICER 
(S.H.0.), recognized for F.R.C.S. examination, to 
the Prince of Wales's General Hospital. for a 
period of six months, vacant January 20, 1958 
Application form. from Secretary, to be returned 
by December 7, 1957 (9040) 


UPTON HOSPITAL, Slough 


SENIOR HOUSE OFFICER (Casualty) 
required, working with Casualty Registrar in busy 
Casualty Department. Post recognized for F.R.C.S 
Experience given in plastic and orthopaedic cases 
Applications, with names of two referees. to 
Secretary (R570) 


UNITED OXFORD HOSPITALS 


Applications are invited for posts of 
HOUSE OFFICER and SENIOR HOUSE OFFICER 
in Accident Service. Radcliffe Infirmary, with effect 
from January | and February 1. 1958, respectively. 
for a period of six months Applications. stating 
age, qualifications and experience. together with 
two names for reference purposes. should be 
received by the Administrator, Radcliffe Infirmary 
Oxford, by November 30 (8871) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 
Newcastle upon Tyne Hospital Management 
Committee 


The following resident post will become vacant 
on January 7, 1958: 
HOUSE SURGEON 

Accident and Admission Department 

(Recognizeé for F.R.C.S. Diploma) 
This post is recognized for the purpose of pre- 
registration service, and applications will be 
accepted from students on the point of taking their 
qualifying examination. Applications, together with 
the names and addresses of two referees, should be 
semt to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4, by December 7, 1957. 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


MANCHESTER REGIONAL HOSPITAL BOARD 
North and Mid-Cheshire Hospital Management 
Committee 


REGISTRAR (Chest Diseases) 
required to carry out duties arranged by the Con- 
sultant Chest Physician at the Altrincham, North- 
wich, Crewe Chest Clinics and Hefferston Grange 
Sanatorium. Accommodation might be arranged. if 
necessary Applications, together with two recent 
testimonials, should be sent to the Group Secre- 
tary, North and Mid-Cheshire Hospital Management 
Committee, The Hospital, Sinderiland Road, Altrin- 
cham, Cheshire (8914) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the resident post of 
REGISTRAR 
for the chest unit at Monsall Hospital, Manchester 
The unit comprises 96 tuberculous and 48 non- 
tuberculous beds and offers excellent experience in 
thoracic medicine and surgery The appointment 
also includes duties at the out-patient clinic held at 
the Northern Hospital, Manchester Applications, 
Stating age, present post, expericnce and names of 
two. referees, to be forwarded immediately to the 
Secretary, Monsall Hospital, Newton Heath, Man- 
chester 10 (9030) 


Nov. 23, 1957 


Chest and Tuberculosis—contd. 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR IN DISEASES OF THE CHEST 
in hospitals of the Edinburgh Roya! Victoria 
Group and the Edinburgh Northern Group (in 
association with the Department of Tuberculosis 
and Diseases of the Respiratory System, University 
of Edinburgh), for the period of one year in the 
first instance Apply. giving particulars of age, 


qualifications and previous experience, and the 
names of two referees, to the Secretary, 11, Drums- 
heugh Gardens, Edinburgh. 3. by December 14, 
1957 (9156) 


HAM GREEN HOSPITAL, Pill, near Bristol 


Applications are invited for the post of 

JUNIOR HOSPITAL MEDICAL OFFICER 
in the chest diseases wards of the above hospital 
The hospital is fully equipped for modern treatment 
of pulmonary tuberculosis and other diseases of the 
chest, including regular major thoracic surecry 
Opportunity also for work in the Bristol Chest 
Clinic. Appoin:ment for one year, renewable. Post 
now vacant Applications, with testimonials and 
names of referees, to the Secretary, Ham Green 
Hospital, Pili, near Bristol (8765) 


ST. WULSTAN’S HOSPITAL, Matvera (230 beds) 


RESIDENT MEDICAL OFFICER U.H.M.0.) 
required. Good experience in modern treatment of 
pulmonary tuberculosis, Work mainly medical, but 
hospital has own thoracic surg cal unit Applica- 
tions to Physician Superintendent. (9016) 


CLWYD AND DEESIDE HOSPITAL MANAGE- 
MENT COMMITTEE 


Liangwyfan Hospital, near Deabigh 
(370 beds. Pulmonary and non-pulmonary tuber- 
calosis. Hospital contains a major thoracic surgery 
weak, genito-orimary anit, orthopacdic unit and 
children’s unit) 


SENIOR HOUSE OFFICER 


(male or female) required at the above hospital 
Post vacant on January 15, 1958 Applications, 


with copies of two recent testimonials, to be sent 
forthwith to Group Secretary, Rhianfa,”’ Russcil 
Road, Rhyl (8895) 


FOXHALL HOSPITAL, Ipswich 
(102 beds for Chest Diseases) 


SENIOR HOUSE OFFICER 
The hospital is actively engaged in the investiga- 
tion and treatment of all forms of chest diseasc, 
including major thoracic surgery and a respiratory 
function unit. House avaiable. Applications, with 


copies of recent testimonials, to Physician Superin- 

tendent, from whom further details may be 

obtained. (R305) 
Halifax 


NORTHOWRAM HALL HOSPITAL, 
(108 beds) 


SENIOR HOUSE OFFICER IN CHEST DISEASES 
required Post vacant December, 1957 Duties 
include attendance at busy chest clinic at the Royal 
Halifax Infirmary. and non-tuberculous chest ward 
work. This post offers excellent facilities for study 
of chest diseases’ and experience is available with 
bronchoscopies and bronchograms. Salary £819 10s. 
per annum, with a deduction of £150 per annum 
for board residence. cic, Applications to be 
forwarded to the Group Secretary, Royal Halifax 
Infirmary, Halifax (9094) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the post of 
RESIDENT HOUSE PHYSICIAN 
(Three vacancies) 
Two vacancies for six months from February |! 
1958. Duties include work in out-patient depart- 
ment and wards. One vacancy for nine months 
from February 1, 1958. The first three months at 
Brompton Hospita! Sanatorium, Frimley, and the 
following six months at the hospital in London. 
covering work in out-patient department and wards 


Salary at the rate of £577 10s. per annum. Appli- 
cations, stating age, qualifications (with dates) 
nationality, and appointments heid, together with 
copies of testimonials, by Decembcr 1957, to 
Kenneth A. F. Miles. House Governor (9122) 
SOUTH-WESTERN HOSPITAL 

Landor Road, 8.W.9 

HOUSE PHYSICIAN 
(Registered or pre-registration) required. Com- 
bined T.B. and acute miecdicine Post vacant 
December 22, 1957. Form of application, from the 
Secretary, to be returned by December 7, 1957 


(8915) 


BRITISH MEDICAL JOURNAL 
TINDAL GENERAL HOSPITAL, Aylesbury, Bucks 
(257 beds) 


HOUSE PHYSICIAN (Chest Unit) 
(male or female). Pre-registration post, but regis- 
tered practitioners invited to apply. Vacant Decem- 
ber 14, 1957 Duties include care of about 25 
chest cases (including T.B. chalets) and four clinics 
weckly, including refills, forming a progressive chest 
unit for the Aylesbury § area Instruction in 
bronchoscopy and bronchography given An acute 
ecriatric unit (27 beds) and a medical out-patient 
climc give gencral medical experience. No casualty 
department Apply. with two testimonials, to the 
Administrative Officer, (R886) 


DENTAL 
LIVERPOOL REGIONAL HOSPITAL BOARD 
Clatterbridge Hospital 


Applications are invited for the post of 
PART-TIME DENTAL SURGEON 
(Senior Hospital Dental Officer) giving one notional 
half-day at the above hospital Applicants should 
have had considerable experience, including hospital 
experience, in dental surgery. Forms of application 
from Dr. T. Lioyd Hughes, Senior Administrative 
Medical Officer, Liverpool! Regional Hospital Board, 
19, James Street, Liverpool, 2. to be returned not 
later than December 14, 1957.—-Vincent Collinge, 
Secretary to the Board (9083) 


NORTH-WEST REGIONAL 

HOSPITAL BOAR 

DENTAL REGISTRAR 
required at Moumt Vernon Centre for Plastic and 
Jaw Surgery, Mount Vernon Hospital, Northwood, 
Middlesex All types of fracture, maxillo-facial 
and ora! surgical cases are treated, and it is 
expected that the successful candidate wil) hold, 
or have commenced study for. a higher qualifica- 
tion. Whole-time appointment, subject to confir- 
mation after six months. Hospital may be visited 
by direct appointment. Application forms obtain- 
able from, and returnable to, the Group Secretary 


Hareticld and Northwood Group H.M.C., Mount 
Vernon Hospital, Northwood, Middlesex, by 
December 16, 1957. (9006) 


WORDSLEY HOSPITAL, near Stourbridge 
(478 beds) 


RESIDENT DENTAL HOUSE OFFICER 
(S.H.O.) required to Regional Plastic Surgery 
Centre. Experience in jaw injuries an advantage 
Post approved for Dental Fellowship. Applications 
to Group Secretary, Guest Hospital, Dudley, Worcs 

(8456) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 


Applications invited from registered dental prac- 

titioners for resident post 
DENTAL HOUSE SURGEON 

for period six months, commencing January | : 
ist, 2nd, or 3rd term appointment 3rd term 
candidates giver preference. Hospital recognized 
for F.D.S. by Royal College of Surgeons of Enz- 
land. Terms and Conditions of Service of Hospital 
Medical and Dental Staff will apply, Applications 
to Group Secretary, West Middlesex Hospital, Isie- 
worth, by December § (9046) 


DERMATOLOGY 
UNITED BRISTOL HOSPITALS 


General Hospital Branch 


Applications are invited for two resident posts 
tenable for six months from February 1, 1958, of 
DERMATOLOGICAL HOUSE PHYSICIAN 
One post may be of Scnior House Officer grade 
if duties of Senior Resident Officer are also under- 


taken Applications, stating preference, to be 
submitted on forms obtainable from the under- 
signed, by December 4, 1957. to Secretary to the 


Board, Royal Infirmary Branch, Bristoi 2 (9162) 


EAR, NOSE, AND THROAT, ETC. 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Altrincham General Hospital 
St. Anne’s E.N T. Department, Altrincham, 
Cheshire (53 beds) 


REGISTRAR 


required (preferably resident) Vacant January 
1958 This post offers excellent opportunities of 
practica experience and is recognized under 


F.R.C.S. regulations. Applications to be forwarded 
with names of two referees, to the Group Secre- 
tary. The Hospital, Sinderiand Road, Altrincham 
Cheshire (8896) 


35 


ST. THOMAS’ HOSPITAL, Londons, 


REGISTRAR 
to the Ear, Nose and Throat Department 
For one year in the first instance from March 3, 
1958. Applications, naming two referees, to Clerk 
of the Governors by December 4, 1957. (9095) 


WESTERN REGIONAL HOSPITAL BOARD 


invited for the following 
which will be for one year in the 


Applications are 
appointments 
first instance 

TWO REGISTRARS IN EAR, NOSE AND 

THROAT SURGERY 


based at Stobhill General Hospital, Glasgow 
Applications (12 copies), stating date of birth 
qualifications, experience, present appointment, and 


the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by December 7, 1957. (9126) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Westbourne 


ore” are invited med ter the appointment of 
NIOR HOUSE OFFICER 


(resident) A. December 20, 1957, for ENT 


duties. The appointment is recognized for the 
D.L.O. Diploma, and facilities are provided for 
studying. Applications to the Hospital Secretary. 
Royal Victoria Hospital, Shelley Road, Bourne- 


mouth (8312) 


BRIDGEND GENERAL HOSPITAL 
Quarella Road, Bridgend (381 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (F.N.T.) 
Applications, naming two referees, to be addressed 
to the Group Secretary of the Mid-Glamorgan Hos- 
pital Management Committee, 8. Wind Street, 
Neath (9145) 


HULL “A™ GROUP MANAGE- 
MENT COMMITTEE 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 

in the E.N.T. Departmen of the Victoria Hospital 
for Sick Children and the Hui) Royal Infirmary 
The post, which is vacant on December 11, is 
recognized for the F.R.C.S. and DL.O Applica- 
tions, with testimonials, should be sent to the 
Hospital Secretary, Victoria Hospital for Sick 
Children, Park Street, Hull (8688) 


NORTHAMPTON GENERAL HOSPITAL 
(500 beds) 


Vacancy February 1, 1958, for 
SENIOR HOUSE OFFICER 
Ear, Nose and Throat Department Recognized 
for F.R.C.S. and for D.L.O Appointment to 
September 30, 1958, in first instance. Applications, 
as soon as possibie, to S. G. Hill, Superintendent 
(8574) 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 


SENIOR HOUSE OFFICER (E.N.T.) 
required Recognized FRCS. and DLO 
Detailed applications, with copy testimonials. to 
Group Secretary, H.M.C., Princes Road, Stoke-on- 


Trent (8897) 
SELLY OAK HOSPITAL, Birmingham, 29 
SENIOR HOUSE OFFICER 
(resident) E.N.T. Department, 42 beds. Applica- 


tions, giving age, qualifications and experience, to 
the Medical Superintendent (8547) 


UNITED BRISTOL HOSPITALS 
General Hospital Branch 


Applications are invited for the following resident 
posts, tenable for six months from February 1, 
1958 
EAR, NOSE AND THROAT HOUSE SURGEONS 
One post may be of Senior House 
Officer grade, and applicants should state prefer- 
ence Applications, on forms obtainable from the 
undersigned, to be submitted by December 4, 1957 
to Secretary to the Board, Royal Infirmary Branch 
Bristo!, 2 (9163) 


(two posts) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


Applications are invited for 
HOUSE OFFICER (E.N.T.) 

December 15, 1957. Post-registration 
appointment, recognized for F.R.CS. and DLO 
Applications, stating age, nationality and qualifica- 
tions, together with the names of two referees 
should be forwarded to the Group Secretary 
Taunton and Somersct Hospital, Musgrove Park 
Branch, Taunton, Somersct. (3916) 


Post vacant 
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Ear, Nose, and Throat, etc.—contd. 


TINDAL GENERAL HOSPITAL, Aylesbury, 
Bucks (257 beds) 


HOUSE SURGEON (E.N.T.) 

(male or femaic) The department has a high 
turnover and four out-patient clinics weekly 
Recognized for D.L.O. and F.R.C.S. No casualty 
department Pre-registration post, but registered 
practitioners invited to apply Apply. with copies 
of two testimonials, to the Administrative Officer 

(8951) 


GERIATRICS 
OXFORD REGIONAL HOSPITAL BOARD 


ASSISTANT PHYSICIAN § (Geriatrics) 
(S.H.M.0O. gerade). Whole-time, to work under the 
supervision of the Consultant Physician (Geriatrics) 
in the Buckinghamshire Area. Duties at Amersham 
General Hospital (102 chronic sick beds), also at 
Hiah Wycombe (33 beds), and Aylesbury (79 beds) 
Candidates should have good experience in general 
medicine as we'l as a special interest in geriatrics 
\ higher qualification would be an advantage 
Prevent holder has obtained Consultant appointment 
and post will be available February 15 Further 
information from the Secretary. Oxford Regional 
Hospital Board, 43, Banbury Road, Oxford, to 
whom applications (12 copies), stating age, quali- 
fications, etc.. and names of three referees, should 
be sent by December 28 (8917) 


VICTORIA HOSPITAL, Kirkcaldy 


H.M.O, (non resident) 
to work under the Geriatrician. Duties mainly in 
the acute admission unit (48 beds); other dutics in 
connection with the Geriatric Service may have to 
be undertaken at other hospitals in Fife. Salary 
in accordance with national scales Apply, in 
writing, with names of two referees. to the Medical 
Superintendent, East Fife Hospitals Board of 
Management, 243A, High Street, Kirkcaldy. (9133) 


FASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's and Downside Hospitals 


SENIOR HOUSE OFFICER 
(resident or non-resident). Post, vacant now, offers 
good facilities for investigation, treatment and 
rehabilitation of geriatric cases. Staff of six house 
Officers Applications, stating agc nationality 
whether married or singic. with copies of two testi- 
monials, to Group Secretary, 29, Bedfordwell Road 
Eastbourne (8577) 


GENERAL HOSPITAL, Sunderland 
(461 beds, including 217 geriatric beds) 


SENIOR HOUSE OFFICER (Geriatrics) 
required for geriatric unit. Post vacant Demember 

1957. Applications, giving names and addresses 
of two referees, to the Hospital Secretary, General 
Hospital, Chester Road, Sunderiand (9010) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 
Applicat.ons are invited for the appointment of 
SENIOR HOUSE OFFICER 
to the Deportment of Geriatric Medicine which is 
being developed at Battle Hospita!, Reading, under 
the charge of a Consultant Geriatric Physician 
Further particulars may be obtained from the 
Group Secretary, 3, Craven Road, Reading, to 
whom applications, stating age, qualifications and 
names of three referees, should be addressed. (8217) 


WHITTINGTON HOSPITAL, Londen, N.19 


Applications ate invited for the pos; of 
SENIOR HOUSE OFFICER (Geriatrics) 
Vacant January 1. 1958. Application forms obtain- 
able from Group Secretary, 46, Cholmeiey Park, 
London, N.6 (ARC 3070, Ext. $27). and returnabic 
to the Medical Superintendent, Whittington Hos- 
pital, London. N.19, by December 2, 1957. (8952) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 
Newcastle upon Tyne Hospital Management 
Committee 


The folfowine resident post becomes vacant on 

January 7, 1958 
HOUSE PHYSICIAN (Geriatric Unit) 

Ths post is recognized for the purpose of pre- 
registration§ = service and applications will be 
accepted from students on the point of taking their 
qualifying examinations. Applications, together with 
the names and addresses of two referees, should 
be to the Secretary, Newcastle Genera) 
pital, Neweastlie upon Tyne, 4, by December 7. 
1957 (Pr.9053) 
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GENFRAL HOSPITAL, Senderiand 
(461 beds, including 217 geriatric beds) 


HOUSE OFFICER (Geriatrics) 
required for geriatric unit Post recognized for 
pre-registration purposes Vacam December 10 
1987 Applications, giving names and addresses 
of two referees, to the Hospital Secretary, General 
Hospital, Chester Road, Sunderland (Pr.9011) 


INFECTIOUS DISEASES 
AYRSHIRE CENTRAL HOSPITAL. Irvine 


RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 


required, December |. Infectious Discases Unit 
House may be availabic Applications, stating 
qualifications and experience, and giving names of 
two referees, to Area Medical Superintendent. |, 
Hill Street, Ki'marnock 19031) 


BOARD OF MANAGEMENT FOR _— 
AND DISTRICT HOSPITA 


Applications are invited from suitabiy qualified 
medical practitioners for the following appoint 
ments 

Gateside LD, Hospital, Greenock 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICERS 
Good experience offered in the diagnosis and trcat- 
ment of infectious diseases, including venercal 
diseases. Well-equipped clinical laboratory. Appli- 
cations, giving details of age, experience and quali- 
fications, together with copies of three recent testi- 
monials or names of referees, shou'd be forwarded 
to the Group Secretary and Treasurer, 47, Eldon 
Street, Greenock, within 14 days from date of 
insertion The above appointments will be subject 
to the Nationa! Health Service (Scotland) (Super- 
annuation) Regulations (9134) 


LITTLE BROMWICH GENERAL HOSPITAL 
Birmingham, 9% 


RESIDENT MEDICAL OFFICER IN 
INFECTIOUS DISEASES 
S.H_O. grade Hospital serves a wide arca and 
gives opportunities for the study of infectious 
diseases, and has a poliomyelitis respiratory unt 
Part of the hospital is being developed as a general 
hospital. where further experience can be gained 
Apply Physician Superintendent, with two testi- 
monials (8548) 


THE SCOTT ISOLATION HOSPITAL, Plymouth 


Plymouth Special Hospital Management Committee 


SENIOR HOUSE OFFICER 

Applications are invited for the above appoint- 
mem from male registered medical practitioners 
who have prefcrab!y been qualified for one year, 
and have had previous hospital experience The 
applicant should be able to drive a car. The duties, 
in two departments, will be chiefly in connection 
with infectious and venereal diseases. the former 
including a substantial proportion of cases in child- 
ren. The varied clinical work, including acute 
medical cases, provides valuable experience. particu- 
larly to those reading for a higher medica) degree, 
or contemplating eecnera! practice The appointment 
will be for one year, vacant at the end of Decem- 
ber, 1957. The post is non-resident, but the suc- 
cessful candidate wil] be required to live near the 
hospital and be on the telephonc. Applications, 
togcther with copies of two recent testimonials. 
should be sent to the Group Secretary. Plymouth 
Specia! Hospital Managemen; Committee, 8, Nelson 

Gardens, Stoke, Plymouth, as soon as possible 
(9045) 


MEDICINE 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 

appointment : 
CONSULTANT PHYSICIAN 

at the Homocopathic Hospital, Glasgow The 
appointment will be part-time, remunerated on the 
basis of five notional half-days per week. Applica- 
tions (16 copies), stating date of birth, qualifica- 
tions, experience, present appointment, and the 
names of three referees, to reach the Secretary 
Western Regional Hospital Board, 64, West Regent 
Strect, Glasgow, C.2, not later than 30 days after 
the publication of this advertisement (9127) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


MEDICAL REGISTRAR 
Ipswich and East Suffo'k Hospital. Single quarters 
available Appointment for one year, renewable 
for second year. Applications, stating age. experi- 
ence, and the names of three referees, to the 
Board's Senior Administrative Medical Officer, 117. 
Chesterton Road, Cambridge. by December 2, 1957. 
Candidates invited to visit the hospi‘al by direct 
arrangement with H.M.C. Secretary, Ipswich and 
East Suffolk Hospital, Angiesca Road Wing, 
Ipswich, (8953) 


Nov. 23, 1957 


EASTERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Generat_ Medicine 
Hospital, Brechin 


Applications are invived for the post of 

REGISTRAR IN MEDICINE 
at Stracathro Hospi‘al. Brechin (a general hospita' 
of 676 beds—150 medical). Salary and conditions 
of service in accordance with Nationa! Agreement 
Further particulars and forms of application from 
the Secretary to the Board, 430. B'ackness Road 
Dundee. with whom applications must be lodged 
not later than December 7, 1957 (9032) 


KING EDWARD VIl HOSPITAL, Wind or 


RESIDENT MEDICAL REGISTRAR 
required early February Application forms from 
and returnab'e to, Secretary, Windsor Group 
H.M.C., Alma Road, Windsor. by December 7 

(891s) 


LEEDS REGIONAL HOSPITAL BOARD 


TWO REGISTRAR VACANCIES IN GENERAL 
MEDICINE 
in the Hull (A) Group. (294 gencra! medical beds ) 
Non-resident Applications, stating aec. qualifica- 
tions and details of present and previous appoint- 
ments (with dates), together with the names and 
addresses of three referees, to the Sceretary. Joint 
Registrars Committee, Park Parade, Harrogate. by 
November 27, 1957 (8609) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Apolications are invited for an appointment a» 
WHOLE-TIME RFG'STRAR IN GENERAL 
MEDICINE 

to fill a vacancy in the approved traince establish 
ment at the Greenwich and Deptford group of 
hospitals, for duties main'y at the Miller Genera! 
Hospital, Greenwich High Road. S.E.10 The 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medica! and 
Dental Staff (England and Wales). and will be for 
ene year in the first instance. Applications, giving 
particulars of age. qualifications and experience 
(with relevant dates), together with the names and 
addresses of two referees. to be sent to the Secre- 
tary, Registrars Committee, South-East Metropoli- 
tan Regional Hospita! Board. 11, Portland Place 
W.1. not later than December 7. 1957 (8954) 


THE UNITED CAMBRIDGE HOSPITALS 


REGISTRAR (Medical and Infectious Di ea es) 
at Brookficids Hospital, Cambridge (residence avai 
able). This hespita] has two wards for infectious 
diseases. one for general medicine and one for 
tuberculosis, and is the Poliomyelitis Centre for 
the south-west section of East Anglia Appoint- 
ment for ome year in first instance. renewable for 
a second year Apply. with full particulars and 
names of three referees, to Secretary, Adden- 
brooke’s Hospital, Cambridge. by December 7 
1957 (8985) 


TRE UNITED HOSPITALS 


The General tnfirmary at Leeds 


SENIOR REGISTR IN “GENERAL MEDICINE 
required for one year in the first instance from 
January. 1, 1958. The successful candidates may 
be requ red to serve a subsequent period in one 
of the Regional Hospitals Terms and conditions 
of service for hospital medical staffs apply Appli 
cations, stating age. qua’ifications, previous posts 
(with dates), and three names for ‘reference, should 
be sent to the Sub-Dean, School of Medicine 
Leeds, 2, by not later than December $5, 1957 


BOARD OF MANAGEMENT FOR 
MOTHERWELL, HAMILTON AND DISTRICT 
HosPit ALS 


et 


howpital 500 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
Immediate vacancy Applications, with copies of 
two testimonials, to Medica! Superiniendent, County 


County 


Hospital, Stonchouse, Lanarkshire (900 
HUDDERSFIELD, ST. LUKE'S HOSPITAL 
(235 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER: 
Uunior Hospital Medical Officer grade) 

at the above hospital, to commence duties on 
December 4, 1957. The Group Geriatric Admission 
Unit is based on this hospital. which also caters 
for acute medical and surgical, pacdiatric and 
maternity patients. Salary in accordance with the 
terms and conditions of service for hespital medical 
and dental staff, £852 10s. by £55 to £1,182 10s. 
per annum. House available for marr ed candidate 
Applications, together with copies of three recent 
testimonials, to be sent to the undersigned as soon 
as possibie.-H. J. Johnson, Secretary to the 
Management Committee, the Royal Infirmary. 
Huddersfield. (8787) 


Nov. 23, 1957 


Medicine—contd. 
LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Jewish Herzl Move- Hospital, Leeds 


Applications are invited from registered medical 
practitioners for the appointment of 

JUNIOR HOSPITAL MEDICAL OFFICER 
ut the above hospital (34 beds), which deals with 
both medical and surgica! cases. Salary in accord- 
ance with the terms and conditions of service of 
hospital medical and denta! staff. namely, on the 
scale £852 10s. by £55 to £1,182 10s., accordin;s to 
previous service in the grade. with an appropr ate 
deduction for services provided Self-contained 
flat available suitable for a married or single 
person Applications. stating age, qualifications, 
experience, ¢tc.. together with the names of three 
persons to whom reference may be made. to be 
forwarded to the undersigned as soon as possible 


J. Fotkard, Secretary to the Committee, Adminis- 
trative Offices, St. James's Hospital, Leeds, 9 
(8956) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bolton Di trict General Horpital (607 beds) 
RESIDENT SENIOR HOUSE OFFICER 


IN MEDICINE 
Vacant December 1, and tenab’e for 12 months 
Applications, stating agc, nationality, qualifications, 
experience, and the names of two referces, to 
Group Secretary, the Royal Infirmary, Bolton 
(8957) 
CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE 


RESIDENT SENIOR HOUSE OFFICER 
required at Royal Hamadryad Genera 
men’s Hospital. which caters for acute gencral 
medical and surgical cases. Hospital contains acute 
Medical unit, genera! surgical and genito-urinary 
units and out-patient facilities, also certain amount 
of casualty work. Consultant staff drawn mostly 
from United Cardiff Hospitals. Post for one year 


(Medical) 
and Sea- 


and presents facilities for post-graduate study. Form 
of application from Group Secretary, C.H.M.C., 44, 
Cathedra! Road, Cardiff (8610) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


SENIOR HOUSE OFFICER (General Medicine) 
vacant early January. Applications headed Post 2, 
stating full details and two names for reference. 
should be sent immediately to the Secretary. (8919) 
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SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


War Memorial “Hospital, Scunthorpe 


HOUSE PHYSICIANS 

_ Applications invited for two posts, one graded 
S.H.O. | pre-registration, vacant mid-January, one 
graded pre-registration /S.H.O., vacant late January 
Modern hospital with busy department, including 
medicine, paediatrics, skins and eves, with busy 
out-patient clinics offering good experience. Appli- 
cations, naming two referees, to Group Secretary 

(8898) 


THE PRINCESS BEATRICE HOSPITAL 
Earts Court, S.W.5 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE PHYSICIAN 
(S.H.O. grade) for six months. Post vacant end 
December. Opportunity to serve for a further six 
months as Obstetric /Gynaecological House Surgeon 
Or Casualty , Anaesthetics Officer in the same grade 


Applications, stating age, qualifications, ctc., to the 
House Governor, with three testimonials, not later 
than December 6, 1957, (9120) 


VICTORIA HOSPITAL, Deal, Kent 


Applications are invited for the appointment of 
SENIOR RESIDENT MEDICAL OFFICER 
which will be tenable for a year, and provides 
excellent experience for persons intending to enter 


genera] practice There is a regular Consultant 
visiting staff for all branches of medicine and 
surgery. Married accommodation availabie. Salary 
£819 10s. a year, less a deduction of £150 a year 
for residential emoluments, Applications, giving 
details of age, qualifications and experience, 
together with the names and addresses of two 
referecs, should be made to the Group Secretary, 
South-East Kent Hospital Management Committee. 


* Ash-Eton,” Radnor Park West, Folkestone 


(9101) 


WESTMORLAND COUNTY HOSPITAL, Kenda 
(82 beds) 


RESIDENT SENIOR HOUSE OFFICER (Medical) 
Duties include the care of acute cases under the 
supervision of two Consultant Physicians, and 
attendance at consultative clinics Post vacant 
December 1, 1957, and tenable for one year 
Applications, with full particulars and names of 
two referees, to be addressed to Group Secretary, 
Royal Lancaster Infirmary, Lancaster (9155) 


HIGH WYCOMBE WAR MEMORIAL 
HOSPITAL, Backs (163 beds, 5 residents) 


SENIOR RESIDENT HOUSE PHYSICIAN 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 beds) 


HOUSE PHYSICIAN 


required to take charge of two acute wards. Good —_ 7 = 
out-patient experience with full Consultant staff, | ‘House Officer or Senior House Officer grade, 
Applications, with copies of testimonials, to Secre- | to experience). Apply Group Secretary 
tary (8611) (8899) 
MIDDLETON Ukley (430 beds) WHITTINGTON HOSPITAL, London, N.19 


SENIOR HOUSE OFFICER 
(Metica’) 

required at the above hospital. This appointment 

provides for experience in the specialtics of tuber- 

culosis and agecriatvics Applications, stating age. 

nationality, quaiifications and expcricnce, to Hos- 

pital Secretary. (8810) 


MID-WILTS HOSPITAL MANAGEMENT 
COMMITTEE 


Wilts (60 beds) 


RESIDENT 


Devizes Hospital, Devizes, 


Applications are invited from registered medical 
Practitioners, male or female, for the appoint 
ment of 

SENIOR HOUSE OFFICER 

The appointment, which is a sing'e-handed one, 
will be vacant as from mid-December. 1957. The 
post offers valuable experience in medicine, surgery. 
and anaesthetics, and is particularly suitable for 
any practitioner intending to go into gencral 
practice. Salary will be £819 10s. per annum, less 
£150 per annum for residential emoluments 
Alternatively, a furnished or unfurnished house may 
be available for a marricd man at a reasonable 
rental Apply. with full details, to the Secretary. 

(9071) 


PORTSMOUTH GROUP HOSPITAL M4NAGE- 
MENT COMMITTEE 


Mary's Hospital 


Applications are ravited for the apr ointment of 
SENIOR HOUSE OFFICER -dical) 
vacant December 9, 1957. Duties will be mainly 
in the acute medica! wards and out-patients, but 
there will be some dutics in the geriatric assessment 
unit of 76 beds The appointment affords an 
opportunity of secinz large numbers of acute cases 
and is an excellent one for those studying for a 
higher medical qualification Applications, stating 
age. experience, and qualifications, together with the 
names of two referees, should be forwarded as 
Hurst, St. Mary's Hos- 
Milton Road, Portsmouth (8958) 


soon as possible to E. H 
pital, 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (General Medicine) 


vacant January 1, 1958. Post recognized for M.D 
(Lond.) Application forms obtainable from the 
Group Secretary, 46, Cholmeicy Park, London, 
N.6 (ARChway 3070, Ext. $27), and returnable to 


the Medical Superintendent, 
London, N.19, by December 2, 195 


HOSPITAL OF ST. JOHN AND ST. ELIZABETH 
60, Grove End Read, Loadon, N.W.8 


Whittington Hospital, 
7 (8959) 


Applications are invited from pre-registration or 
registered medical practitioners (male) for the 
appointment of 

HOUSE PHYSICIAN 
to become vacant on Wednesday, January 1, 1958 
Appointment will be for a period of six months 


National Health Service salary Applications to 
reach the Secretary on or before Monday, Decem- 
ber 2, 1957, together with copies of three recent 
testimonials (9160) 


em GH AND STAMFORD HOSPITAL 
NAGEMENT COMMITTES 


Memorial Hospital, Peterborough 


HOUSE PHYSICIAN 
Applications are invited for the above position 
vacant on January 28, 1958. The appointment will 
be for six months. Applications, with testimonials, 
should be addressed to the Secretary, Memorial 
Hospital, Peterborough (9017) 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE OFFICER, MEDICINE 
(resident), pre- or post-registration post, required 
at Birch Hill Hospital. Post vacant January 1. 
1958. Apply at once to Group Secretary, Central 
Offices, Birch Hill Hospital, Rochdale, Lancs. (9107) 
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RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


St. James’ Hospital, Tredegar, Mon 
(38 genera} medicine, 43 chronic sick and 43 
obstetric beds) Married quarters 
HOUSE PHYSICIAN 
Qanuary 27) 

Caerphilly District Hospital, Caerphilly, G 
(Acute general hospital, 228 beds). Six miles from 
city of Cardiff. Married quarters may be available 

HOUSE PHYSICIAN 
(February 1) 

Applications to the Group Secretery 
Offices, Caerphilly Road. Ystrad Mynach, 
Glam 


(47 


Centra! 
Hengoed 
(9059) 


RESIDENT HOUSE PHYSICIAN 
required mid-November. Pre-registration candidates 
eligible Applications, with copies of testimonials 
should be forwarded as soon as possible to the 
Group Secretary, Southamptoh Group Hospital 
Management Committee, Bullar Street, Southamp- 
ton. (8829) 


STOKE LE HOSPITAL 
Aylesbury, Bucks 


RESIDENT HOUSE PHV&SICIAN 
required for the Department of General Medicine 
Recognized pre-registration post. Applications from 
registered practitioners will be considered Post 
vacant January 16, 1958. Applications, with copies 
of two testimonials. to the Administrative Officer 
by December 6, 1957 (8920) 


THE UNITED LIVERPOOL HOSPITALS 


Liverpool Royal Infirmary 
David Lewis Northern Hospital 
Royal Southern Hospital 
Liverpool Stanley Hospital 
Royal Liverpool Children’s Hospital 


Applications are invited for appointments as 
RESIDENT HOUSE PHYSICIANS 
for the six months beginning March 1, 1958. The 
posts afe open to registered practitioners and pre- 
registration applicants Apply. by December 9, 


1957, on form obtainable from the Secretary, the 
United Liverpool Hospitals, 80, Rodney Street 
Liverpool, 1 (9062) 


WARNEFORD GENERAL HOSPITAL 
Leamingtoe Spa (197 beds) 


HOUSE PHYSICIAN 
Vacancy suitable for fuliy registered or pre-registra- 


tion applicant Post vacant Application, with 
copies of two recent testimonials, to be scnt to 
Hospital Secretary 


WHITTINGTON HOSPITAL, London, N.19 
Applications are invited for four posts of 
HOUSE PHYSICIAN (General Medicine) 

vacant January 1. 1958, Posts recognized for M.D 
(Lond.). Pre-registration candidates who have held 
a first appointment may apply. Application forms 
obtainab!'e from the Group Secretary, 46, Cholmeicy 
Park, London, N.6 (ARC 3070. Ext. 527). and 
returnable to the Medical Superintendent, Whitting- 
ton Hospital, London, N.19, by December 2, 1957 

(8964) 


AMERSHAM GENERAL HOSPITAL, Bucks 


HOUSE PHYSICIAN 
pre-registration post, vacant December 14, for busy 
gencral hospital of 297 beds. Post offers wide and 
varied experience with one of two medical firms, 
with care of 28 gencral medical and six dermato- 
logical beds. Applications, with full details and 
names of three referees, to Secretary. (Pr.8900) 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


HOUSE PHYSICIAN 
required middie of December. Suitable for pre- 
registration candidate. Four other residents. Appli- 
cations, stating age, nationality, qualifications, and 
names of two referees, to the Secretary. (Pr.7981!) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN 
Royal United Hospital on December 
Post recognized for pre-registration pur- 
poses. Applications, stating age, qualifications and 
experience, with three testimonials, to Group Sec- 
retary, Manor Hospital, Bath, as soon as possible 
(Pr.8960) 


required at 
12, 1957. 


IMPORTANT : All intending applicants 
should read the revised NOTICE at the 
top of page 31 
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Medicine—contd. 
BEDFORD GENERAL HOSPITAL (436 beds) 


TWO RESIDENT PRE- coe ATION HOUSE 
PHYSICIA 

required end November. Age experi 

ence, copies of two recem testimonials, to Group 

Secretary. Bedford Group HMC... 3, Kimbofton 

Road, Bedford (Pr 8549) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal !nfirmary, Packbure 
HOU SE PHYSICIAN 
equired for January 23, 1958. Post recognized for 
pre-fegistration purposes 
Queen's Park Hospital, Bilackbera 
HOUSE PHYSICIANS (2) 
required for February 1 and February 22, 1958 
Posts — -~ for pre-registration purposes 
Victoria Hospital, Accrington 
HOUSE PHYSICIAN 
required for January 22, 1958. Post recognized for 
pre-registration purposes. 
Apply to Group Secretary, H.M.C. Office, Royal 
Infirmary, Blackburn (Pr.8921) 


BOARD OF MANAGEMENT FOR 
DUNBARTONSHIRE HOSPITALS 
Applications are invited for the post of 
RESIDENT HOUSE PHYSICIAN 
at the new Vale of Leven Hospital, Alexandria 
Dunbartonshire (156 beds), for the period February 
1 to July 31, 1958. The post is recognized for 
Pre-registration purposes Applications should be 
addressed to the Medical Superintendent at the 
hospital (Pr.9007) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bolton District General ‘Hospital (607 beds) 


RESIDENT HOUSE PHYSICIAN 
Now vacant, tenable for six months, and recognized 
under the pre-registration service scheme. Appli- 
cations, with the names of two referees, to Group 
Secretary, the Royal Infirmary, Bolton. (Pr.8961) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 
(780 beds) 


HOUSE PHYSICIAN (General Medicine) 
Recognized for pre-registration Vacant January 
13, 1958. Responsible for approximately 80 maic 
and female adult medical beds in unit under two 
Consultant Physicians Applications enclosing 
copies of two recent testimonials, to Group Secre- 
tary (Pr.9091) 


EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex 


RESIDENT How st 
Post vacant December 15, Six months’ 
appointment. Post r Tor pre-registration 
purposes. ApPlications, stating qualifications 
experience. and enclosing copies of up tw three 
recent testimonials, to Medical Director of hospita! 
by November 29, 1957 (Pr.8768) 


EPPING, ST. MARGARET'S HOSPITAL 


HOUSE PHYSICIAN 
(pre-registration) to Consultant in General Medicine. 
Post vacant January 1S, 1958 Applications, with 
copies of test. monials, one from medical school, to 
reach the Group Secretary, Epping Group H M.C., 
“Oak Cottage.” The Plain, Epping, Essex, by 
December 6, 1957 (Pr_8887) 


GENERAL HOSPITAL, Southend-on-Sea 


Applications afe invited for appointment as 
HOUSE PHYSICIAN 
(pre-registration). Post vacant December 16, 1957 
Applications, stating age, qualifications and previous 
experience, with copies of recent testimonials (one 
testimonial sufficient from applicants for first 
appointment), to reach th undersigned by Novem- 
ber 26, 1957.—J. C. Field, Secretary (Pr.8681) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


TWO HOUSE PHYSICIANS 
(pre-registration) required at end of January, 1958 
one for Scartho Road Hospital and one for Grimsby 
General Hospital. Units of 35 and 46 beds respec- 
tively. Medical library and reading facilities avail 
abic Applications for either post, with names of 
two referees, to the Secretary, Grimsby General 
Hospital. Grimsby, Lines (Pr. 8541) 


HAREFIELD HOSPITAL, Harefield. Middlesex 


Applications are invited for the pre-registration 
post of 
HOUSE PH" SICIAN 
to the general wards at the above hospital. Vacant 
December 1, 1957. Applications, with copies of 


two testimonials, to the Medical Director of the 
hospital. (Pr.9125) 
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HASTINGS -ST. HELEN'S HOSPITAL (493 beds) 


HOUSE PHYSICIAN 
required Pre-registration post, vacant December 
16 Four residents on staff Applications to be 
sem by November 30, 1957, to Hospital Administra- 


tor. ( 22) 
HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE PHYSICIAN 
Vacant December 8, 1957 Preference given to 
applicants secking pre-registration post under 
Medical Act, 1950 Applications, with copies of 
three testimonials and name and address of one 
referee. to Hospital Secretary. (Pr.9042) 


HOUNSLOW HOSPITAL, Staines Road, 
Hounslow, Middlesex (general acute, 81 beds) 


Applications are invited for the appointment of 
RESIDENT HOUSE PHYSICIAN 
Recognized pre-registration appointment for six 
months. Vacant December 14. 1957. Applica.ions 
Stating qualifications and age. together with copics 
of up to three recent testimonials, or names for 


reference, to the Hospital Secretary (Pr. 8709) 
IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing 


Applications are invited for the approved pre- 
registration post of 
HOUSE PHYSICIAN 
Applications, stating age. nationality, and experi- 
ence. together with copies of three recent testl- 
monials, t© the Hospital Secretary (Pr.8901) 


KETTERING AND DISTRICT GENERAL 
HOSPITAL. Kettering, Northants 


Applications are invited for the undermentioned 
post, vacant December 1, 1957 
HOUSE PHYSICIAN (Pre-registration) 
Applications, stating age. experience and qualifica- 
tions, together with copies of three recent testi- 
monials, should be sent to the Group Secretary at 
above address (Pr.9024) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 
Newcastle apon Tyne Hospital Management 
Committee 


The following resident posts become vacant on 
January 7, 1958 
HOUSE PHYSICIANS (Four) 
(General Medical Wards) 
(Two of these posts rotate with the H.P. post in 
the Cardiovascular Department). 
These posts are recognized for the purpose of pre- 
registration service, and applications will be 
accepted from students on the point of taking their 
qualifying examination Applications, together with 
names and addresses of two referees. should be 
sent to the Secretary, Newcastle General Hospital 
Newcastle upon Tyne, 4, not later than December 
7, 1987 (Pr.9054) 


NEW MARKET GENERAL HOSPITAL, Suffotk 


Applications are invited for the post of 
HOUSE PHYSICIAN 
vacant December 21, 1957. Duties include house 
charee of general medical and pulmonary tuber- 
culosis beds. The post is recognized for pre-regis- 
tration, is resident. and tenable for six months 
Salary in accordance with national scaic Applica 
tioms, with three recent testimonials, to Medical 
Superintendent (Pr. 9086) 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Altrincham General Heapinat | and Annexe (130 beds) 


Applications are invited for the pre-registration 
post of 
JUNIOR HOUSE OFFICER (Medical) 
vacant February, 1958 Applications to Group 
Secretary, The Hospital, Sinderland Road, 
Altrincham, Cheshire (Pr. 8988) 


NORTH MIDDLESEX HOSPITAL, London, N.18 


Applications are invited for the post of 

RESIDENT HOUSE PHYSICIAN 
(general medicine) Six months" appointmen 
starting On January 1, 1958. Approved pre-registra- 
tion post (first or second). Applications, giving full 
particulars, together with copies of recent testi- 
monials, should reach the Secretary of the hospital 
by November 27. (Pr.8799) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Queen Alexandra Hospital (78 Medical Beds) 


HOUSE PHYSICIAN (Pre-registration) 
Vacant January 1, 1958. Applications, stating age, 
experience, and qualifications, toxether with the 
names of two referees, should be forwarded as soon 
as possible to E. H. Hurst, St. Mary's Hospital, 


Nov. 23, 1957 


PUTNEY HOSPITAL, Lower Common, §.W.15 
HOUSE PHYSICIAN 

residemt, male or female, with some gynaecological 

duties Vacamt January 1, 1958 Open to pre- 

registration candidates Apply Hospital! Secretary 

not later than December 3, 1957. enclosing copies 

of three recent te timonials (Pr 8888) 


ROYAL INFIRMARY, Durham Road, Sunderiand 
(300 beds) 


HOUSE PHYSICIANS 
The posts, vacant December 23 and 28, are recog- 
nized for pre-registration experience Apply w 
Hospita) Secretary, giving names and addresses of 
two referees (Pr.9012) 


ST. ALBANS CITY HOSPITAL, St. Albans, Herts 
(384 beds) 


HOUSE PHYSICIAN 
(House Officer grade) required for one of the two 
medical teams Post vacant December 21, 1957 
and tenable for six months. Preference given to 
candidates secking post under the Medical Act 
1950 Applications to Secretary, Mid-Herts Group 
Hospital Management Committee, Bleak House, 
Catherine Street, St. Albans (Pr. 8963) 


TEES. SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital, Middlesbrough 


Applications are invited for the post of 
HOUSE PHYSICIAN 
(male or female) at the above hospital The 
medical unit consists of 52 beds and has an estab- 
lishment for two pre-registration House Physicians, 
one post being already occup ed Applications 
Stating age, qualifications, and experience, together 
with names of two referees, should be addressed 
to the Hospital Secretary (Pr. 8617) 


THE ROYAL HOSPITAL, Wolverhampton 
(An Associated Hospital of the Birmingham 
University Medical School) 


PRE-REGISTRATION HOUSE OFFICERS 

Vacancies for Pre-registration House Officers 
(Medicine) occur on January 2, 17, and 22. Please 
apply. with copies of two testimonials, to Hospital 
Secretary (Pr.8923) 


TORBAY HOSPITAL, Torquay 
(106 acute general beds) 


HOUSE OFFICER (Medicine) 
male or femaic, required carly January, 1958. Pre- 
registration appointmemt. General duties, which 
will include some work in the car, nose and throat, 
the ophthalmic and radiotherapy departments 
Applications, stating qualifications, nationality, age. 
together with copy testimonials (quoting Ref 
F.955 /8S), to the Group Secretary, Torquay District 
Hospital Management Committee. Torbay Hospital, 
Torquay, S. Devon (Pr.8661) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, The Green, N.15 


Applications are invited from qualified medical 
practitioners for the appointment of 

RESIDENT JUNIOR HOUSE PHYSICIAN 
(pre-registration Ist or 2nd post) to the Prince of 
Wales's General Hospital, for a period of six 
months, vacant January 17, 1958 Application 
form, from Secretary, to be returned by December 
7, 1987 (Pr.9033) 


WOOLWICH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


HOUSE PHYSICIANS 
Five posts, vacant January |. three at Brook 
General Hospital, Woolwich. two at St. Nicholas 
Hospital, Plumstead. All posts approved for pre- 
registration service Applications to Group Secre- 
tary. Memorial Hospital, Woolwich, S.E.18. not 
later than November 30 (Pr. 8678) 


NEUROLOGY 

THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


Applications are invited from registered medica! 
Practitioners for the appointment of 

SENIOR RESIDENT HOUSE PHYSICIAN 
at the Nationa| Hospital, Queen Square, W.C.1, 
to commence February 1, 1958. This post carries 
the grade of Registrar The appointment will be 
for one year and will be renewed in exceptional 
circumstances Applications. with names of three 
referees, to be sent to the undersigned not later 
than November 29, 1957.—H. Ewart Mitchell, Sec- 
retary to the Board of Governors, the National 


Milton Road, Portsmouth. (Pr.8616) 


Hospitals for Nervous Diseases, Queen Square. 
W.c.l. (8689) 


Nov. 23, 1957 


Neurology—contd. 


HURSTWOOD PARK HOSPITAL 
Haywards Heath 


SENIOR HOUSE OFFICER (Neurology) 
(resident) required at the above hospital. Accom 
modation for marricd man. Salary in accordance 
with the “ Terms and Conditions of Service,”’ with 
appropriate deduction for residence. Applications. 
with the names and addresses of three referees. to 
the Secretary to the H.M.C., St. Francis Hospital! 
Haywards Heath, Sussex. (8680) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


Applications are invited from registered medica! 

practit‘oners for the appointment o 
NON-RESIDENT HOUSE PHYSICIAN 

at the National Hospital. Queen Square, W.C.1. 
to commence February 1. 1958 There are two 
vacancies These posts carry the grade of Senior 
House Officer The appointments will be for six 
months. Applications, with names of three referees 
to be sent to the undersigned not later than 
November 29. 1957.--H. Ewart Mitchell, Secretary 
to the Board of Governors, the National Hosp tals 
for Nervous Discases, Queen Square, W.C.1. (8690) 


OBSTETRICS AND GYNAECOLOGY 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR in Obstetrics and Gynaeco’ogy 
York (A)Group. (80 Obstetric and 76 Gynaecological 
beds.) Recognized for M.R.C.0.G. Applications, stat- 
ing age. qualifications, and details of present and 
previous appointments (with dates), together with the 
names and addresses of three referees, to the Secre- 
tary. Joint Registrars Committee, Park Parade. 
Harrogate. by November 27. 1957 (8618) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Birch Hitt Hospital 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


(resident), required immediately Recognized for 

D.R.C.O.G. Apply at once to Group Secretary, 

Centra! Offices, Birch Hill Hospital, Rochdale. 
(9146) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Preston and Chorley Hospital Management 
Sharoe Green Hospital Preston (360 beds) 


ag are invited for the post of 
GISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
Post vacant mid-December, recognized for D. and 
MR.C.O.G. Resident or non-resident. Applica- 
tion forms obtainable from Group Secretary, Royal 
Infirmary. Preston, Lancs (8989) 


THE MIDDLESEX BOSPETAL. 


Applications invited for post of 
OBSTETRIC AND GYNAECOLOGICAL 
REGISTRAR 
Duties at the Middiescx Hospital and the Hospital 
for Women. Soho. Rules and application forms, 
obtainable from Deputy Supcrimtendent, should be 


returned, naming two referces, by December 7 
(9109) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

This post offers good all-round experience under 
consultant staff, with main duties at the Bank Hal! 
Maternity Hospital and the Burnicy General Hos- 
pital Accommodation is available for a single 
person only Applications, together with the names 
of two referees, to the Group Sccretary, Burnicy 
General Hospital! (9135) 


DULWICH Dulwich Grove, 


Applications invited for appointment as 
SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Post vacant from January 1, 1958. There is an 
association with King’s College Hospital Medical 
School for teaching purposes Recognized for 
M.R.C.0.G. in Obstetrics. Apply. giving age and 
details of qualifications and previous posts. with 
testimonials or names of two referees, to Group 
Secretary, Camberwell H.M.C., Dulwich Hospital, 
not later than December §, 1957 (8990) 


FOREST GATE HOSPITAL, Forest Lane, E.7 


SENIOR OBSTETRIC HOUSE OFFICER 
required for one year. The appointment is recor- 
nized for training candidates for M.R.C.O.G. and 
D.Obst.R.C.0.G. Applications, with names of two 
referees, to the Secretary, West Ham Group Hos- 
pital Management Committec, Stratford, E.1S. by 
November 30 (9096) 


BRITISH MEDICAL JOURNAL 


ROYAL INFIRMARY, Durham Road, Sunderiand 
(300 beds) 


HOUSE OFFICER or SENIOR HOUSE OFFICER 
( te) 


according to 
gynaccology 


experience, required for duties in 
and urological units Post vacant 
December 24. Provisionally registered Practitioner 
may apply Apply to Hospital Secretary, giving 
the names and addresses of two referees (9013) 


UNITED BRISTOL HOSPITALS 
General Hospital Branch 


Applications are invited for the resident post of 
GYNAECOLOGICAL HOUSE SURGEON 
(third of subsequent post) for six months from 
February 1, 1958 The post may be of Senior 
House Officer grade if duties of Senior Resident 
Officer are also undertaken. Applications, stating 
preference, to be submitted on forms obtainable 


from the undersigned, by December 4, 1957, to 
Secretary to the Board, Royal Infirmary Branch, 
Bristol, 2 (9164) 


UNITED MANCHESTER HOSPITALS 


Saint Mary's Hospitals, Manchester 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN GYNAECOLOGY 
Applicants must have had previous hospita) experi- 
ence in medicine and surgery The post is 
recognized for the purpose of the M.R.C.O.G. ex- 
amination The appointment is for six months 
starting January 1, 1958. Salary in accordance with 
National Scales Application forms may be ob- 
tained from the undersigned and returned not later 
than December 6, i957.—A. R. Wise. General 
Superintendent. Saint Mary's Hospitals, Whitworth 
Park, Manchester, 13. (9047) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester City Hospital 


Applications are invited for 
TWO HOUSE SURGEON 
posts in the Obstetrics and Gynaecological Depart- 
ment, vacant January 13 and February 20, 1958. 
Both posts recognized for DR.C.OG Applica- 
tions, giving full details. together with the names 
and addresses of two referees, should be forwarded 
to the Hospital Secretary (8835) 


FARNHAM HOSPITAL, Hale Read, Farnham. 
Surrey 


OBSTETRICAL AND PAEDIATRIC HOUSE 
OFFICER 


required on December 17 for six months. Medical 
Whitley Council salary scales and conditions 
Application by letter, stating age. qualifications and 
experience, together with copies of three testi- 
monials, to the Medical Superintendent 68725) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


GYNAECOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 
aynaccological beds situated three miles from the 
above hospital, with al! ancillary services available 
Recognized for M.R.C.0.G. Six months’ appoint- 
ment Post vacant carly in December, 1957 
N.H.S. salary and conditions. Applications. 
together with copies of two recent testimonials, to 
bg addressed to the Hospital Secretary at the 
above hospital. (8384) 


LEWISHAM HOSPITAL, London, 


Obstetrics and Gy jogy) 
Recognized for M.R.C.0.G, 
Lewisham Hos- 

(8966) 


HOUSE OFFICER 

Vacant December 1. 
Applications to Group Secretary, 
pital, S.E.13 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


St. James’ Hospital, Tredegar, Mon 
(38 general medicine, 43 chronic sick and 43 
obstetric beds). Married quarters. 
OBSTETRIC HOUSE OFFICER 
(February 6) 
District Hospital, C. . Glam 
(38 gencral medicine, 43 chronic sick and 43 
obstetric beds). Married quarters. 
HOUSE OFFICER. OBSTETRICS AND 
GYNAECOLOGY 
(February 1) 
Application to the Group Secretary, Central 
Offices, Caerphilly Road, Ystrad Mynach, Hengoed. 
Giam. (9058) 


39 


SOUTH-WEST DURHAM HOSPITAL MANAGE. 
MENT COMMITTEE 


The General Hospital, Bishop Auckland 


HOUSE OFFICER (Obstetri 


Applications invited from registered and pre- 
registration practitioners. Vacam January 1, 1958 
Recognized for D.Obst R.CO.G Departmenta! 
beds 69 Apply. naming two referees, to Group 
Secretary at above address (9092) 


STOKE MANDEVILLE HOSPTI AL 
Ayles' Bucks 


aud Gy logy) 


HOUSE SURGEON 


for Gynaecology Department. Post recognized for 
M.R.C.O.G. Vacant January 1, 1958. Applications 
from registered practitioners, with two testimonials 
to the Administrative Officer as soon as possible 


(8924) 
THE UNITED LIVERPOOL HOSPITALS 


Liverpool Royal Infirmary 
Liverpool Stanley Hospital 


Applications are invited for appointments as 
RESIDENT HOUSE SURGEONS (Gynaccotogical) 


for the six months beginning March 1, 1958. The 
POSts are open w registered practitioners and pre- 
registration applicants Apply, by December 9 


1957, on form obtainable from the Secretary, the 
United Liverpool Hospitals, 80, Rodney Street, 
Liverpool, 1 (9063) 


UNITED BIRMINGHAM HOSPITALS 


Applications are invited as follows : 
RESIDENT HOUSE 
URGE 


for duty at the wean" Hospital, Sparkhill 


RESIDENT OBSTETRICAL HOUSE SURGEON 
for duty at the Maternity Hospital, Loveday Steet 
The posts are recognized for the D.R.C.O.G. and 
M.R.C.0G. Application forms, obtainable from 
the House Governor, Birmingham and Midland 
Hospitals for Women, Showell Green Lane 
Birmingham, 11. to be returned nor later than 
November 30, 1957. (9026) 


UNITED BRISTOL HOSPITALS 
Bristol Maternity Hospital 


Applications are invited for the following resident 
post, recognized for M R.C_O.G, and D.RC.0.G., 
tenable for six months from February 1, 1958: 

HOUSE SURGEON IN OBSTETRICS 
Applications, on forms obtainable from the under- 
signed. to be submitted by December 4, 1957. to 


Secretary to the Board, Royai Infirmary Branch 
Bristol, 2. (9165) 


WANSTEAD HOSPITAL, Hermon Hill, 
(191 beds) 


Applications are invited for the post of 


OBSTETRIC AND GYNAFCOLOGICAL 
HOUSE SURGEON 


vacant December 9. 1957. The appointment is 
recognized for the D.R.C.0.G. Applications, with 
full details and copies of two recent testimonials, 
should be sent immediately to Secretary, H.MC.. 
Forest Group, Langthorne Road, E (8551) 


WHITTINGTON HOSPITAL, London, N.19 


Applications are invited for the post of 
HOUSE SURGEON (Obstetrics) 
(third post), vacant January 1, 1958. Post recor- 
nized for the M.R.C.O.G, im Obstetrics. Applica- 
tion forms obtainable from the Group Secretary. 
46, Cholmeicy Park, London, N.6 (ARC 3070 
Ext, 527), and returnable to the Medical Superin- 


tendent, Whittington Hospital, N.19, by December 
2 $ (8967) 


CROYDON GROUP HOSPITAL MANAGEMENT 


Mayday Hospital (611 beds) 


HOUSE SURGEON (Obstetrics and Gynaecology) 


as from January 18, 1958. Post recognized for pre- 
registration and DRCOG. and MRCOG 
examinations. Previous House Surgeon experience 


desirable. Application forms obtainable from 
George A. Paines. Group Sccretary, Hospital 
Management Committce, General Hospital, London 

(Pr. 8991) 


Road, Croydon 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 31 


| 
| 
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Obstetrics and Gynaecology—contd. 


NEWCASTLE UPON TYNE HOSPITAL 
MANAGEMENT COMMITTEE aod 
HEXHAM AND DISTRICT HOSPITAL 
COMMITTEE 

Departments of Obstetrics 


and Gynaecology 

Applications are invited for the following posts 
vacant on January 7, 1958 
(1) Newcastle General Hospital (838 beds) 

(a) Department of Obstetrics and Gynaecology 

(100 beds) 
HOUSE SURGEONS (Two) 
(Resident) (Pre-registration) 
This department is recognized for the M.R.C.O.G 
and D.Obst.R.C.0.G., and undertakes the training 
of medical students in the University of Durham 
Preference will be given to provisionally registered 
candidates who have carried out their first 
house appointment 
(2) Hexham General Hospital (304 beds) 
GYNAECOLOGY : HOUSE SURGEON 

Resident Pre-registration Recognized for 
MRCOG Applications considered from fina! 

vear students in anticipation of graduation 
Yitston Hall Hospital, Corbridge 

50 beds) 

OBSTETRIC $: HOUSE SURGEON 

Resident Pre-registration Recognized for 
D.Obst. R.C.0.G 


Applications, together with names and addresses 
of wo referees, should be sent to the Secretary. 
Newcastle General Hospital, Westgate Road. New- 
castle upoh Tyne, by December 7, 1957. (Pr.9055) 


OPHTHALMOLOGY 


UNITED BRISTOL HOSPITALS 
(Bristol Eye Hespital) 
SOU TH-WESTERN REGIONAL HOSPITAL 
BOARD 


The United Bristol Hospitals (which includes the 
Bristol Eye Hospital) and the South-Western 
Regional Hospital Board jointly invite applications 
for a post of 

CONSULTANT OPHTHALMIC SURGEON 
Initially the appointment will be for five sessions 
in the Teaching Hospital and one session for the 
Regional Board in the Bristol Clinical Area. The 
terms and conditions of service recently negotiated 


between the Ministry and the profession will apply 
to the appomiment Applications, stating full 
Christian names, age, and particulars of education 


accompanied by two 
names of two referces. 
Bristol Royal 


qualifications and experience 
recent testimonials and the 
should be sent to the Secretary, 


Infirmary, Bristol, 2, from whom further particulars 
can be obtained, not later than Monday, December 
16, 1957 (8662) 


LEEDS REGIONAL HOSPITAL BOARD 
REGISTRAR IN OPHTHALMOLOGY 


Huddersfie'd Group (23 eye beds and 1.500 new 
out-patients annually), Non-resident. Applications 
Stating age, qualifications, and details of present 
and previOus appointments (with dates), together 


with the names and addresses of three referees, to 
the Secretary, Joint Registrars Committee, Park 
Parade, Harrogate, by November 27, 1957 (8621) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


OPHTHALMIC REGISTRAR 

required dutics mainiy in the 
Ophthalmic Unit (5S beds) at Edgware General 
Hospital, Edgware, plus one session per week at 
Colindale Hospital and two sessions per week at 
Wealdstone School Clinic Application forms 
obtainable from, and returnable to, Group Secre 
tary, Hendon Group Hospital Management Com- 
mittee Edgware General Hospital Edeware 
Middlesex, by December 3, 1957 (9153) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


whoic-time 


Wandsworth Hospital Group 
St. James’ Hospital, Baham, London, §.W.12 
PART-TIME REGISTRAR 
(seven sessions per week) required for Ophthalmic 
Unit (18-20 beds and out-patient clinics). Resident 
or non-resident Immediate vacancy on account 
of Hines Application forms obtainable from 
Group Secretary at above address (8738) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first instance 
SENIOR REGISTRAR IN OPHTHALMOLOGY 
based at the Glasgow Ophthalmic Institution 
Applications (12 copies), stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary 


Western Regional Hospital Board, 64, West Regent 
Street, 


Glasgow, C.2, by December 7, 1957. (9128) 


BRITISH MEDICAL JOURNAL 


SOUTHAMPTON EYE HOSPITAL 
(32 beds. Recognized for D.O. examination) 


RESIDENT SENIOR HOUSE OFFICER 
required end December Applications, with copics 
of testimonials. should be forwarded as soon as 
possible to the Secretary, Southampton Group Hos- 
pital Management Committee, Buliar Street. (9142) 


UNITED BRISTOL HOSPITALS 
Bristol Eve Hospital 


Applications are invited 1 for the following resident 
posts, tenable (normally in succession) for six 
months from February 1, 1958 

SENIOR OPHTHALMIC HOUSE SURGEON 

(Senior House Officer grade) 
OPHTHALMIC HOUSE SURGEON 

JUNTOR OPHTHALMIC HOUSE SURGEON 
Applications, on forms obtainable from the under- 
signed, to be submitted by December 4, 1957, to 
Secretary to the Board, Royal Infirmary Branch 
Bristol, 2 (9166) 


ORTHOPAEDICS 
NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR ORTHOPAEDIC SURGEON 
whole-time for Gateshead group of hospitals 
(approximately 150 orthopaedic beds) Single 
accommodation available. Consultant Orthopacdic 


Surgeon also attends at teaching hospital. Applica- 
tions, with names and addresses of three referees 
to Senior Administrative Medica! Officer, Regional 
Hospital Board. Benficld Road, Newcastle upon 
Tyne. 6. within 14 days (8968) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Barnet General Hospital, Welthouse Lane, Barnet. 
Herts (461 beds) 


Applications are invited for the 
RESIDENT POST OF REGISTRAR 
in the Orthopaedic and Fracture Department. Haos- 
pital may be visited by direct appointment Appli- 
n forms obta nable from, and returnable to 
Barnet Group HM.C., 1. Well- 
Herts, by December 4, 1957 


cati 
Group Secretary 
house Lane. Barnet 


(8800) 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
REGISTRAR 


required for busy acute orthopacdic and traumatic 
department at Bedford General Hospital (436 beds) 
Previous orthopaedic experience desirable. Candi 
date may visit the hospital by appointment with 
the Group Secretary Application forms obtainable 
from, and returnable to, Group Secretary, Bedford 
Group H.M.C.. 3, Kimbolton Road, Bedford. by 
December 9, 1957 (8852) 


OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR IN ORTHOPAEDIC AND 
ACCIDENT SURGERY 
to the Reading Group of Hospitals. (Recognized 
for the F.R.C.S.) The appointment wil) be for 
one year and cligible for extension to two years 
Vacant January 24. Applications, on forms obtain 
able from the Secretary. Registrar Commitice, 43 
Banbury Road, Oxford, to reach him by December 
10, (8925) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Grantham and Kesteven General Hospital (118 beds) 
(Recognized for training for F.R.C.S.) 


SECOND RESIDENT SURGICAL OFFICER 
with duties in Orthopacdics, Gynaecology, E.N.T.. 
and relicf duties for R.S.O. required immediately 
(Registrar rate of pay), Appointment for one year 
in first instance Apply to Secretary, Sheffield 
Regional Hospital Board. Oid Fulwood Road, Shef- 
field, by December 2, 1957, giving age, nationality 


Nov. 23, 1957 


SOUTH-EASTERN REGIONAL HOSPITAL 
B 


OARD, Scotland 


REGISTRAR IN ORTHOPAEDIC SURGERY 
to the West Fife Group of Hospitals. based on the 
Dunfermline and West Fife Hospital Apply 
givine particulars of age. qualifications and previous 
experience, and the names of two referees, to the 
Secretary, 11, Drumsheugh Gardens, Edinburgh, 3 
by December 14, 1957 (9187) 


THE UNITED SHEFFIFLD HOSPITALS 
Royal Infirmary 


Applications invited for the non-resident or 
resident post of 
CASUALTY AND ORTHOPAFDIC REGISTRAR 


in the Orthopaedic and Accident Department 
at the above hospital. Post vacant December 4 
Post recognized for casualty requirements for the 


fina! | R.C.S Applications, stating age, qualifica 
tions and experience, with the names of three 
referees. should be sent immediately to the Chief 


Officer, the United Sheffield Hos 
Sheffield, | (9132) 


Administrative 
pitals, West Street, 


BOARD OF MANAGEMENT FOR 
MOTHERWELL, HAMILTON AND DISTRICT 
HOSPITALS 


County Hospital, Stonchouse, Lanarkshire 
(General hospital, 500 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
AND SENIOR HOUSE OFFICER 
(Orthopaedics and Casualty) 

Immediate vacancies Applications, with copics of 
two testimonials, to Medica! Superintendent, County 
Hospital, Stonchouse, Lanarkshire (9072) 


BOSTON COMBINED HOSPITALS (319 beds) 
London Road Hospital 


SENIOR HOUSE OFFICER 
Mainly for fractures and general surgery One of 
two posts. Resident. Locum welcomed for interim 
period Apply. giving age. qualifications 
held, and two names for reference, to the Hospital 


Secretary, London Road Hospital, Boston, Lincs 


masts 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
te the Orthopaedic and Casualty Departments 
Recognized for F.R C.S. 
Resident accommodation available Applications 
with the names of two referees. to Group Secretary 
Burnley Genera! Hospital! (9169) 


DARTFORD HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 

(Specialty Orthopaedics) 
immediately for the Southern Hospi'al 
Dartford Applications, with full particu'ars, to 
be sent to the Group Secretary, Dartford Hospital 
Management Committec, The Bow Arrow Haspita! 
Dartford, Kent (8970) 


DERBYSHIRE ROVAL INFIRMARY, Derby 
(416 beds) 


required 


SENIOR HOUSE OFFICER (Orthopaedic) 
Vacant January | Recognized for six months’ 
unspecified training for F. R-CS. Apply. giving 
full details and two names for reference, to Secre- 
tary (8543) 


GLOUCESTERSHIRE ROYAL HOSPITAI 
(270 beds), Great Western Road, Gloucester 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICERS 


to the Orthopaedic and Traumatic Surgery Unit 
(100 beds). Posts vacant early January Applica- 
tions, stating age, nationality, qualifications and 


qualifications, presemt and previous appointments experience, should be sent to Physician Superin- 
(with dates), naming three referees (8926) tendent (9073) 
SOUTH-EAST METROPOLITAN REGIONAL MANFIELD ORTHOPAEDIC HOSPITAL 
HOSPITAL BOARD Northampton (200 beds) 
Applications are invited for an appointment as Immediate vacancy 


WHOLE-TIME REGISTRAR IN ORTHOPAEDIC 
SURGERY 

to fill a vacancy in the approved trainee establish- 
ment at the Hastings Group of Hospitals The 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales), and will be for 
one year in the first instance Applications, giving 
particulars of age, qualifications and experience 
(with relevant dates), together with the names and 
addresses of two referees, to be sent to the Secre- 
tary. Registrars Committee, South-East’ Metropoli- 
tan Regional! Hospital Board, 11, Portland Place, 
London, W.1, noq later than December 7, 1957 

(8969) 


for 
SENIOR HOUSE OFFICER 

The post provides good experience at orthopacdic 
out-patient clinics and is recognized for F.R.C.S 
Six months’ appointment in first instance Appili- 
cations, as soon as possibic. to S. G. Hill, General 
Hospital, Northampton «7182) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 


SENIOR HOUSE OFFICER 
for Orthopaedic Department Vacant January |. 
1958 Applications, together with names and 
addresses of two referees, should be sent to the 
Secretary, Newcastle General Hospital, Newcastle 
upon Tyne, 4. (8671) 


Nov. 23, 1957 


Orthopaedics—contd. 


PEMBURY HOSPITAL 

Pembury, sear Tunbridge Wells 

Applications invited for appointment of 
SENIOR ORTHOPAED'C HOUSE SURGEON 

and CASUALTY OFFICER 

(Senior House Officer grade). to begin duties as 
soon as possib’e. Recognized F.R.C.S‘Eng.). and 
tenable for one year. Work includes treatment of 


jong- and short-stay cases and traumatic surgery 
with large out-patient and fracture clinics under 
two Consultants Apply, stating age. qualifications 


together with three testimonials, to 
Sherwood Park, Pembury Road. 
(8422) 


and experience, 
Group Secretary, 
Tunbridge Wells 


PRINCESS MARGARET ROSE ORTHOPAEDIC 
HOSPITAL, Edinburgh 


Applications are invited from reg.stered medical 
practitioners for appointments commencing Decem- 
ber 1, 1957, as 

SENIOR HOUSE OFFICERS (Resident) 
in the above hospital (222 child and adult beds) 
National Health Service scaic. Applications, stating 
age, qualifications and cxperience, and names of 
two referees, to be sent immediately to the Secre- 
tary, Edinburgh Central Hospitals Board, 1. Rill- 
bank Terrace, Edinburgh, 9 (9005) 


PORTSMOUTH GROUP HOSPITAL ~ 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 
lic Department (104 beds) 


(a) SENIOR HOUSE OFFICER 
required. Vacant December 1, 1957 
(b) HOUSE OFFICER 
(pre-registration) Vacant now 
Applications, stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E 
Hurst, St. Mary's Hospital, Milton Road, Ports- 
mouth (8011) 


BEDFORD GENERAL HOSPITAL 


(436 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required Vacant now Pre- or post-registration 
Recognized for F.R.C.S. Post offers wide experi- 
ence in a busy specialist orthopacdic and traumatic 
unit Enquiries and applications, with copies of 
two recent testimon als, to be sent immediately to 
Group Secretary, Bedford Group H.M.C., 3. Kim- 
bolton Road, Bedford (8889) 


THE UNITED LIVERPOOL HOSPITALS 


Liverpool Royal Infirmary 
David Lewis Northern Hospital 
Royal Southe-n Hospital 
Liverpoot Stanley Hospital 
Royal Liverpool Children’s Hospital 


Applications are invited for appointments as 
RESIDENT HOUSE SURGEONS 
to the Orthopaedic Departments 
for the six months beginning March 1, 1958. The 
posts are open to registered practitioners and pre- 
registration applicants Apply. by December 9. 
1957. on form obtainable from the Secretary, the 
United Liverpool Hospitals, 80, Rodney Strect, 
Liverpool, 1. (9064) 


OLDCHURCH HOSPITAL, Romford, Essex 
(722 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(resident) required in the Orthopaedic and Accident 
Unit from December 3, 1957. The service consists 
of 100 beds equally divided between traumatic sur- 
gery and “cold” orthopaedics. Post is recognized 
for pre-reg'stration purposes and for F.R.C.S. Ap- 
plications to be sent to Group Secretary, Romford 


H.M.C., Oldchurch Hospital, as soon as possible 
(Pr.7993) 


PEMBURY HOSPITAL 
Pembury, near Tunbridge Wells 


Tunbridge Wells Hospital Management 
Committee 


Applications invited for vacam post of 
HOUSE SURGEON 
in Orthopaedic Unit. Pre-registration post. Apply. 
stating age, qualifications, together with testimonials, 
to Surgeon Superin:endent, (Pr.9097) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (274 beds) (Recognized for F.R.C.S.) 


ORTHOPAEDIC HOUSE SURGEON 
(post recognized for pre-registration service and 
tenable for six months). The hospital is the centre 
to which all trauma from a large industrial town 
and port is directed, thus providing excellent 
experience in the treatment of traumatic conditions. 
Patients with orthopaedic conditions are drawn 
from a wide arca Applications, with copies of 
testimonials, should be sent as soon as possible 
to the Group Secretary, Southampton Group Hos- 
pital Management Commi:tee, Bullar Street, South- 
(Pr.8423) 


ampton 
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PAEDIATRICS 


HILLINGDON HOSPITAL 
Uxbridge, Middlesex (621 beds) 


PAEDIATRIC REGISTRAR 
previous pacdiatric experience essential. Duties 
include experience in children’s medical ward, neo- 
mata! unit, and pacdiatric out-patient clinics. Unit 
recognized for D.C.H. Post vacant end January 
Candidates may visit hospital by direct appoint- 
ment Application forms obtainable from, and 
returnable to, Group Secretary, Uxbridge Group 
H.MC., The Furze, Pield Heath Road, Hillingdon, 
Middlesex, by December 7 (8971) 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Alder Hey Children’s Hospital 


Applications are invited for the post of 
PAEDIATRIC REGISTRAR 
in the Department of Child Health of the University 
of Liverpool! at the above hospital! with, in addition, 
certain duties in other services of the hospital 
The post is tenable from January 1, 1958, and 
residentia! accommodation is available if required 
Forms of application from Dr. T. Lioyd Hughes, 
Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James Street, Liver- 
pool, 2, to be returned not later than December 7, 
1957.—Vincent Collinge, Secretary to the Board 
(9084) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
required January 2, 1958. Post recognized for 
D.C.H. and duties as laid down by Consultant 
Pacdiatric.an at Queen's Park Hospital and Royal 
Infirmary. Blackburn, Victoria Hospital, Accrington 
(General Hospitals), and Park Lee Hospital, Black- 
burn (1.D. Hospital). Apply to Secretary, H.M.C 
Office, Royal Infirmary, Blackburn (8927) 


(Paediatrics) 


DERBYSHIRE CHILDREN’S HOSPITAL, Derby 
(86 beds) 


SENIOR HOUSE OFFICER (Paediatrics) 
required. Vacant January 16. 1958. Recognized 
for D.C.H. Applications, with two names for ref- 
erence, should be sent as soon as possible to Hos- 
pital Secretary. (8625) 


MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) (Recognized for D.C.H.) 


SENIOR HOUSE OFFICER (Paediatrics) 
£150 per annum residential emoluments Applica- 
tions to the Secretary, Hospital Management Com- 


mittee, Fern Bank,”’ Doncaster Road, Rotherham 

(8580) 

ROYAL MANCHESTER CHILDREN’S HOSPITAL 
Pendlebury 


SENIOR HOUSE OFFICER 
Applications invited for above resident surgica) 
post, vacant February 1, 1958, Post is tenable for 
six months. Candidates should preferably have had 
previous paediatric experience. Applications to Hos 
pital Secretary not later than December 2. 1957 
(8663) 


ROYAL MANCHESTER CHILDREN’S HOSPITAL 
Peadlebury 


SENIOR HOUSE OFFICER 

Applications invited for above resident appornt- 
ment, vacant February 1, 1958. Post is tenable 
for 12 months (six months medical and six months 
surgica!) Cand dates should preferably have had 
previous pacdiatric experience Applications to 
Hospital Secretary not later than December 2, 1957 
(8664) 


THE UNITED BIRMINGHAM HOSPITALS 
The Children's Hospital, Ladywoed Road, 
Birmingham 16 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
Senior House Officer grade, vacant 
January 1, 1958, for one year. Main duty to take 
charge of infants’ block (66 cots). Valuable oppor 
tunity for further study of disease of infancy, some 
previous experience of which is desirable. M.R C.P 
preferred Forms of application available from the 
House Governor, and should be returned to him 
by November 30, 1957.—-G. A. Phalp. Secretary to 
the Board of Governors (8676) 


OLDCHURCH HOSPITAL, 
(722 beds) 


second of two, 


Romford, Essex 


RESIDENT PAEDIATRIC HOUSE PHYSICIAN 
Mate or Female) 

required from iaecmatiae 4, 1957. The department 

includes a premature baby unit of 9 cots and 50 


children’s medical beds Applications should be 
forwarded immediately to the Secretary, — 
(8326) 


Group H.M.C., at the hospital 
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SOUTHAMPTON CHILDREN’S HOSPITAL 
(Recognized by Conjoint Board for D.C.H.) 


HOUSE OFFICER 
Total establishment of three residents 
Salary, etc., as nationally advocated. Applications, 
with copics of testimonials, to be submitted by 
November 30. 1957, to the Secretary, Southampton 
Group Hospital Management Committee, Bullar 
Sureet, Southampton (9001) 


required 


THE UNITED BIRMINGHAM HOSPITALS 


The Children's Hospital, Ladywood Road, 
Birmingham, 16 


HOUSE OFFICERS (Surgical) 
required, to commence duty on January 7, 1958 
for six months. The posts rotate during the period 
giving good experience of general and special sur 
gery. Recognized for pre-registration practitioners, 
but registered practitioners may apply. Forms of 
application available from the House Governor, 
and should be returned to him by December 7 
1957.—G. A. Phalp, Secretary to the Board of 
Governors. (9003) 


THE UNITED LIVERPOOL HOSPITALS 


Royal Liverpool Children’s Hospital 


Applications are invited for appointmens as 
RESIDENT HOUSE OFFICERS 
for the six months beginning March 1, 1958. The 
Posts are open to registered practitioners and pre- 
registration applicants, Apply, by December 9. 
on form obtainable from the Sccretary, the 
Liverpool! Hospitals, 80, Rodney Strect. 
Liverpool, 1 (9065) 


UNITED BRISTOL HOSPITALS 


Applications are invited for the following post, 
tenable for six months from March 1, 1958 
SENIOR RESIDENT OFFICER 

(third or subsequent post). Applications, on forms 

obtainable from the undersigned, to be submitted 

by December 4. 1957, to Secretary to the Board 

Royal Infirmary Branch, Bristol, 2 (9167) 


VICTORIA HOSPITAL FOR SICK CHILDREN 
Park Street, Hull 


PRE-REGISTRATION OR REGISTRATION POS! 
House Surecon required immediately Recognized 
for D.C.H An interesting and varied post, which 
includes out-patient and casualty work Applica- 
tions, together with details of experience. testi 
monials. etc.. to the Hospital Secretary (8697) 


WHITTINGTON HOSPITAL, London, N.19 


Applications are invited for the post of 
PAEDIATRIC HOUSE PHYSICIAN 
Vacant January 1, 1958. Post recognized for M.D 
(Lond.) and D.C.H. Pre-registration candidates 
who have held first appointment may apply. Appli- 
cation forms obtainable from the Group Secretary, 
46, Cholmeley Park, London, N6 (ARC 
Ext. £27), and returnable to the Medica! Superin- 
tendent, Whittington Hospital, London, N.19, by 
December 2, 1957 (8965) 


NEWCASTLE GENERAL HOSPITAL 


(838 beds) 


Newcastle upon Tyne Hospital Management 
Committee 


The following resident posts become vacant on 
January 7, 1958 
HOUSE PHYSICIANS (Four) (Paediatrics) 
(Hospital for Sick Chi'dren, Newcastle upon Tyne 
(two), and Children’s Depariment, Newcastle 
General Hospital (two) ) 

(Three of the posts are for pre-registration candi- 
dates (M. and S.).) The posts offer experience in 
the whole of the paediatric work of the hospitals 
including general medicine and surecry and the 
special departments There is a close association 
with the University Department of Child Health 
These posts are recognized for the purpose of pre 
registration service, and applications will be 
accepted from students on the point of taking their 
qualifying examination Applications, together with 
names and addresses of two referees aout be sent 
to the Secretary, Newcastle General Hospital, New- 
castic upon Tync, 4, by December 7, 1957. (9056) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 31 
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Paediatrics—contd. 


CHESTER & DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE 


Chester City Hospital 
Applications are invited for the post of 
HOUSE PHYSICIAN 
in the Paediatric Department, vacant January 12, 
1958 The post is recognized for pre-regiswration 
service and the D.C.H Applications, together with 
the names and addresses of two referees, should be 
forwarded to the Hospital Secretary (Pr 8836) 


LUTON AND 
Luton, Beds 


CHILDREN’S ANNEXE, 
DUNSTABLE HOSPITAL, 


RESIDENT PAEDIATRIC HOUSE OFFICER 
required end of December. The post is recognized 
for the D.C_H., and as a second pre-registration 
post in medicine The duties cover both medical 
and surgical wards Applications to the Secretary 
Luten and Hitchin Group Hospital Management 
Committee, St. Mary's Hospital, Luton, Beds, as 
soon as possible (Pr.8972) 


ROVAL MANCHESTER CHILDREN’S HOSPTTAI 
Pendlebury 


HOUSE PHYSICIAN (Professorial Unit, 
University Department of Child Health) 
Applications invited for above resident appoint 
ment, House Officer status, vacant February 1, 1958 
The appointment is for a period of six months, and 
is open to pre-registration graduates Applications 
to Hospital Secretary not later than December 2 
1947 (Pr. 8665) 


ROVAL MANCHESTER CHILDREN’S HOSPITAL 
Peadiebury 


SURGICAL HOUSE OFFICER 
Applications invited for above resident appoint 
mem, vacant February 1, 1958. Post is tenable for 
a period of six months and is open to pre-registra- 
tion eraduates. Applications to Hospital Secretary 
not later than December 2, 1957 (Pr. 8666) 


THE ROYAL HOSPITAL, Wolverhamptes 
(An Assoctated Hospital of the Birmingham 
University Medical School) 


PRE. ~~~ “HOU SE OFFICER 
Paediatrics) 


required. Vacant y 20, 1958 Apply. giving 
age and qualifications, with copies of two testi- 
monials, to the Hospital Secretary (Pr. 8973) 
PATHOLOGY 


MANCHESTER REGIONAL HOSPITAL BOARD 
Preston and Chorley Hospital Management 
Committee 
Preston Royal Infirmary (400 beds) 

Applications are invited for the post of 
REGISTRAR IN PATHOLOGY 
Resident of non-resident 


from Group Secre- 
Lancs (8974) 


Post vacamt now 
Application forms obtainable 
tary. Royal Infirmary, Preston 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


us 


Croydon Group at Committee 


Applications invited for the appoimment of 
REGISTRAR IN PATHOLOGY 


in the Croydon Group of Hospitals Training in 
all branches of hospital pathology Application 
forms otainable from George A. Paines, Group 
Secretary Hospita! Management Committee 
General Hospital, London Road. Croydon, re- 
turnable within 14 days (R928) 


THE UNITED LIVERPOOL HOSPITALS 


Applications are invited for a post of 
REGISTRAR IN PATHOLOGY 
for duties initially at the Women's Hospital, wo 
take up duty as soon as possible for the period w 
September 1958 Annual re-appointment there- 
alter until compiction of the normal period of 
training wil) be considered without aced for further 


application Apply. by December 7. on form 
obtainable from the Secretary. 80, Rodney Street, 
Liverpool, (9066) 


UNITED OXFORD HOSPITALS 


Applications invited tor post of 

NON-RESIDENT REGISTRAR 
Department of Pathology, Radcliffe In- 
to commence as soon as possible. There 
working in all the de- 


in the 
firmary 
will be opportunities for 


partments, including neuropathology Applications, 
om forms obtainable from the Administrator, Rad- 
iffe Infirmary, Oxford, should be received not 


(8628) 


jater than November 
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COVENTRY AND WARWICKSHIRE 
HOSPITAL, Coventry 


ASSISTANT PATHOLOGIST 
(.H.M.O. status) required for duties mainly at 
Group Laboratory Recognized D.Path Good 
opportunity for experience in all branches of 
specialty Applications, with full details and names 
of two referees, to Group Secretary, Coventry and 
Warwickshire Hospital, Coventry (8629) 


BOARD OF MANAGEMENT FOR GLASGOW 
NORTHERN HOSPITALS 


Applications are invited for the post of 
SENIOR HOUSE OFFICER IN PATHOLOGY 
AND HAEMATOLOGY 
at Stobhill General Hospital, Glasgow The ap- 
pointment will be for one year in the first instance 
Applications, stating age, qualifications, experience 
and present appointment, and naming two referces, 
to be lodged with the Secretary, 13. Woodside 

Place, Giasgow, C.3, by November 30). 1957 
(9034) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Group Laboratories 


RESIDENT PATHOLOGIST 
(Senior House Officer grade). Now vacant, tenable 
for 12 months. and recognized for the Dip.Path 
Applications, with the names of two referees. to 
Group Sceretary, the Royal Infirmary, Bolton 
(8975) 


CITY GENERAL HOSPITAL, Sheffield, 5 

Department of Pathology, Growp Laboratory 

SENIOR HOUSE OFFICER, CLINICAL 
PATHOLOGY 

Applications are invited for the above appoint- 


ment Resident accommodation is available and 
optional Opportunities for training in morbid 
anatomy, biochemistry. haematology and bactcri 


ology The work of this and the associated hos- 
pitals offers exccilent experience to graduates who 
wish to make pathology their permanent carcer 
The post is retognized for the D.Path Apply 
giving details of age. qualifications, present and 
previous appointments (with dates), and the names 


of two persons to whom reference may be made 
to the Group Secretary, Nether Edgc Hospital 
Shefficid, 11! (8903) 


GROUP PATHOLOGICAL LABORATORY AT 
ST. MARY ABBOTS HOSPITAL, Marloes Road, 
Kensington, W.8 


SENIOR HOUSE OFFICER (Pathology) 
for duty in first instance at the Group Laboratory 
Post vacant immediately Post resident or non- 
resident, with training in four branches of Patho- 
logy Applications by November 2%, 1957. on 
forms obtainable from Hospital Secretary. (9044) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Pathology) 
now vacant, recognized for D.Path Applications 
stating age, qualifications and experience, together 
with copies of recent testimonials, to the Group 
Secretary, No. | Hospital Management Committee 
the Leicester Royal Infirmary, immediately. (7398) 


Nov. 23, 1957 


SHREWSBURY HOSPITAL GROUP 


Royal / Copthorne Hospital. 
Shrewsbury (560 beds) 


SENIOR HOL SE OFFICER 
to work as Clinical Pathologist to Group Labora 
tory Appointment tenable for one year, resident 
or non-resident Recognized for Dip!oma in 
Pathology. Vacant January |. 1958. A unt of the 
Public Hea'th Laboratory Service is housed in the 
same building and there are facilities for training 


in ali the four main branches of pathology Appli- 
cations to Group Secretary. Royal Salop Infirmary, 
Shrewsbury, naming three referees (8882) 


UNITED MANCHESTER HOSPITALS 
Saint Mary's Hospitals, Manchester 


Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer grade). Candidates must have 
held house appointments. but previous laboratory 
experience is not essential The duties will consist 
of routine work in the Department of Clinical 
Pathology. mainly at Saint Mary's Hospitals, but 
the holder of the post will also spend some time 
in the Manchester Royal Infirmary Application 
to be made on forms obtainable from the under- 

signed. and submitted by December 6. 1957 
A_ R. Wise. General Superintendent, Saint Mary's 
Hospitals, Whitworth Park, Manchester, 13. (9090) 


WEST MANCHESTER H.M.C. 
Park Hospital, Davyhu'me (general hospital. 
433 beds) 

SENIOR HOUSE OFFICER 
required for Group Laboratory. Post vacant carly 
December. and tenable for one year. Duties, which 
alternate with holder of second similar post, include 
routine general pathology and emeregcncy investiga- 


tions Laboratory recognized for D.Path. and 
D.C.P. examinations Previous expericnce not 
essential. Application forms from Group Secretary 


(8695) 


WOOLWICH By HOSPITAL MANAGE- 
NT COMMITTEE 


SENIOR HOUSE OFFICER (Pathology) 
Vacant January |! The appointment is to the 
Group Laboratories and is for one year Salary 
£819 10s. per annum, less £150 per annum if resi- 


dent Apply to Group Secretary, Memoria! Hos- 
pital, Woolwich, S.E.18 (9087) 
PHYSICAL MEDICINE 

ROYAL FREE HOSPITAL 
Department of Physical Medicine and Rh iT 


Applications are invited from registered medical 

practitioners for the appointment of 
REGISTRAR 

to the above department. The appointment is full- 
time, non-resident. and for one year in the first 
instance. Duties to commence on February 1, 195% 
Salary and conditions of service in accordance with 
those tlaid down by the Ministry of Health. Appli- 
cation forms may be obtained from the Secretary. 
Royal Free Hospital, Gray's Inn Road, W.C.1, to 
whom they should be returned not later than 
December 13, 1957 (117) 


PLASTIC SURGERY 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT CLANICAL PATHOLOGIST 
(Senior House Officer grade) 

invited for the above appoint- 

Pathology of the 

The duties will con 

also general and 


Applications are 
ment in the Department of 
Rochdale Group of Hospitals 
sist mainily of clinical pathology 
upervision of the blood 


emergency work and 
banks Previous pathology experience is not 
essential. Post vacant end of year Applications. 


giving usual particulars and names and addresses 

of two referees, to Group Secretary, Central Offices 

Birch Hill Hospital, Rochdale, Lancs, at once 


ROYAL DEVON AND EXETER HOSPITAL 
Exeter 


Applications are invited from registered medical 
practitioners, male and female. for the appoint- 
ment of 

SENIOR HOUSE OFFICER IN CLINICAL 

PATHOLOGY 
(resident). Vacant late January, 1958 
ful candidate will be responsible for emergency 
pathological and blood transfusion duties, and will 
receive training in the different branches of clinical 
pathologs Applications, with names of two 
referees, to the Hospita! Secretary by December 7, 
1957 (9009) 


The success- 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN PLASTIC SURGERY 
for duties at St. James's Hosptal, Leeds (Non- 
resident.) Special Plastic and Maxillo-Facial Uni 
(72 beds.) Applications, stating age. qualifications. 
and details of present and previous appointments 
(with dates), together with the names and addresses 
of three referees, to the Secretary. Joint Registrars 
Committee, Park Parade, Harrogate, by November 
27, i987 (8630) 


PSYCHIATRY 
LEEDS REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT PSYCHIATRIST 
(S.H.M.O. scale) 
Broadgate Hospital, Bevericy, and associated clinics 
at Bevericy. Drifficid. and Hull. Married accom- 
modation may be availabic Candidates should 
normally bold a D.P.M.. but applications wil! also 
be considered from candidates without previous 
experience in psychiatry who hold a higher medical 
qualification. have had wide experience in general 
medicine in the Senior Registrar grade and intend 
to obtain a D.PM. and specialize in psychiatry 
Applications (12 copies). stating age. qualifications, 
and details of present and previous appointments 


(with dates). and names and addresses of three 
referees, to the Secretary, Park Parade. Harrogate 
by December 10. 1957 (8655) 


Nov. 23, 1957 


Psychiatry—contd. 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR VACANCIES IN PSYCHIATRY 
(i) Menston Hospital, near Leeds (2,500 beds) 
(ii) Oulton Hall Hospital, near Wakefield, and 
Affiliated Mental Deficiency Colonies. 
(Approximately 400 beds.) Non-resident. 

(iii) Stanley Royvd Hospital, Wakefield (2,000 
beds). Recognized for D.P.M 

(iv) Storthes Hall Hospital, Huddersficid (2.750 

beds) 

If desired, facilities for attendance at the Leeds 
University will be provided. if the successtul candi- 
dates are studying for th D.P.M 

Applications, stating age, qualifications, and 
details of present and previous appointments (with 
dates), together with the names and addresses of 
three referees, to the Secretary. Joint Registrars 
Committee, Park Parade, Harrogate, by November 
1957 (8632) 


NORTH-WEST METROPOL wes REGIONAL 
HOSPITAL BOAR 


WHOLE-TIME PSYCHIATRIC REGISTRAR 
required at Hill End Hospital, St. Albans, Herts 
Hospital may be visited by direct appointment 
Application forms obtainable from, and returnabic 
to, Secretary, Mid-Herts Group Hospital Manage- 
ment Committee. Bleak House, Catherine Street, 


St. Albans, by December 6, 1957 (8904) 
OXFORD REGIONAL HOSPITAL BOARD 
REGISTRAR 


to the Warneford and Park Hospitals, Oxford. The 
Warneford Hospital (140 beds) is an acute psy- 
chiatric unit. The Park Hospital is an associated 
Neurosis Centre (30 beds). Full training facilities 
available for the D.P.M. Candidates should pre- 
ferably be young graduates starting the specialist 
study of psych atry Single accommodation avail- 
ab‘e Applications, on forms obtainable from the 
Secretary, Registrars Committee, 43, Banbury Road 
Oxtord, should reach him by December 10. (8931) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Carton Hayes Hospital, Narborough, Leicester 
(1,070 beds) (Recognized for DP. M. ) 


WHOLE-TIME REGISTRAR (Psy chiatry) 
required immediately. Single accommodation avail- 
able. Facilities for postaraduate study in conjunc- 
tion with Shefficld University available. Appoint- 
ment for one year in first instance. Apply to Secre- 
tary. Shefficld Regional Hospital Board, Old Ful- 
wood Road. Shefficld. by December 2, 1957, giving 
age, nationality, qualifications, present and previous 
appointments (with dates), naming three referees 

(8929) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Middiewood Hospital, Sheffield (2.089 beds) 


WHOLE-TIME NON-RESIDENT SENIOR 
REGISTRAR IN PSYCHIATRY 
required. D.P.M. essential Appointment for one 
year in the first instance, reviewable annually 
Opportunity for research and experience in the 
special branches of psychiatry available in the hos- 
pital area Application forms and further details 
obtained from Senior Administrative Medical 
Officer, Shefficid Regional Hospital Board, Old Ful- 
wood Road, Shefficid. Forms to be returned by 
December 9, 1957 (8930) 


BRITISH MEDICAL JOURNAL 


SHENLEY HOSPITAL 


PSYCHIATRIC REGISTRAR 

Applications are invited for the above-named 
post at Shenicy Hospital (2.360 beds), 16 miles 
from London Single residential accommodation 
available. The hospital may be visited by appoint- 
ment Application ferms obtainable from, and 
returnable to, Secretary, Shenley ee near St 
Albans, Herts, by December 9, 19 (9088) 


THE ROYAL FREE HOSPITAL AND NORTH- 
WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD 


Applications are invited for the whole-time 
appointment of 

SENIOR REGISTRAR IN PSYCHIATRY 
with six sessions at the Royal Free Hospital, Gray's 
Inn Road, London, W.C.1, and five sessions at the 
Friern Hospital, New Southgate, London, N.11 
Applications, stating age, qualifications and experi- 
ence. together with the names and addresses of 
three referees, to the Secretary to the Board, Royal 
Free Hospital. Gray" s Inn Road, W.C.1. by 
November 29, 1957 (8743) 


WESTERN REGIONAL BOARD 


Applications are invited for the following 
appointments, which will be for one year in the 
first instance 
REGISTRAR IN PSYCHIATRY 

for duties at lisdyke Mentaj Hospital, Larbert. 
and H.M_ Institution, Polmont 
REGISTRAR IN PSYCHIATRY 

based at the Glasgow Royal Mental Hospital. 

Applications (12 copies), stating date of birth, 
qualifications, experience, present appointment. and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 64, West Regent 
Street, Glasgow, C.2, by December 7, 1957. (9129) 


LEYBOURNE GRANGE COLONY FOR 
MENTAL DEFECTIVES, West Malling, Kent 
(1,511 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
required Salary scaic £852 10s. by £55 to 
£1,182 10s. a year. Appointment is subject to the 
terms and conditions of service for hospital medical 
and dental staff, and is limited to a period of 
three years in the first instance. Usual residential 
accommodation for single officer, furnished or 
unfurnished accommodation available for married 
officer. Ample facilities for study Applications, 
with full details as to age. national ty, qualifica- 
tions, present and previous experience, together 
with names and addresses of two referees, to the 
Group Secretary as soon as possibic. (9018) 


ST. NICHOLAS HOSPITAL MANAGEMENT 
COMMITTEE 


St. Nicholas Hospital, Gosforth, 
Newcastle upon Tyne, 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
(two years in first instance). This mental hospital 
(1,150 beds) affords opportunities for experience 
of all modern methods of investigation and treat- 
ment. There is an extensive out-patients’ service, 
and facilities are given to study for the D.PM. 
Applications, giving details of qualifications and 
experience, together with names and addresses of 
two referees, to be submitted to the Group 
Secretary. (8667) 
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ST, ANDREW'S HOSPITAL, Northampton 


Applications are invited from registered medica! 

Oractitioners for the appoimiment of 
SENIOR HOUSE OFFICER 

The successful candidate wil] work in the hospital 
and out-patient clinics. The hospital is recognized 
for training for the D P.M Exceptional post- 
graduate facilities are available. Salary £669 10: 
per annum, together with full residential emolu 
ments, valued for superannuation purposes at £150 
per annum If married, unfurnished house will 
be provided with fight, coal, laundry, and garden 
produce. The hospital operates outside the Nationa! 
Health Service, but reciprocity has been granted 
between the National Health Service Superannua- 
tion Scheme and the Hospital Superannuation 
Scheme, so that years of service are transferabic 
in either direction Applications, stating age, quali- 
fications, experience, ctc., together with copies of 
three recent testimonials, to be addressed wo the 
Medica! Supcrintendent (8696) 


ST. CRISPIN HOSPITAL, Duston, Northampton 
(1,120 beds) 


SENIOR HOUSE OFFICER 

required Salary according to national sca 
(4819 108. per annum) Accommodation is avail 
able at the hospital. The hospital is approved for 
training for the D.P.M. of the Conjoint Board, 
and the post offers cxceellent opportunities for 
participation in in-patient and out-patient work. 

G. investigations and child psychiatry There 
is a modern admission unit and an annual admission 
rate of over 850 patients per annum. Regular case 
conferences are held Applications, giving full 
deiails, and names of three referees, to be sent to 
the Physician Superintendent at the hospital within 
14 days (8584) 


RADIOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT RADIOLOGIST 
five half-days a week, Ashford Hospital, Ashford 
Middiesex (562 beds), and Hounslow Hospital 
Hounslow, Middlesex (81 beds). Hospital may be 
visited by direct appoiniment Application forms 
obtainable from, and returnable to, Secretary. 
North-West Metropolitan Regional Hospital Board, 
lla. Portland Place, W.1, before December 40 
1957 (9113) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
RADIOLOGIST 

Duties mainly in hospitals in the Mans- 
field Area. Application forms and further details 
from Senior Administrative Medical Officer 
Shefficid Regional! Hospital Board, Old Fulwood 
Road, Shefficid. Forms to be returned by Decem- 
ber 21, 1957 (8976) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
AND UNITED BIRMINGHAM HOSPITALS 


WHOLE-TIME SENIOR REGISTRAR IN 
RADIODIAGNOSIS 

Duties at Coventry and Warwickshire Hospital. 
and other hospita's in the Coventry group (9 
n.h.d.) and United Birmingham Hospitals (2 n.b.d.), 
D.M.R.D. essential Non-resident Application 
forms from Secretary, R.H.B.. 10. Augustus Road, 
Birmingham, 1S, to be returned by December 9 
1957. Candidates may visit hospitais. (8977 
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Radiology —contd. 


BOARD OF GOVERNORS OF THE UNITED 
SHEFFIELD HOSPITALS aod SHEFFIELD 
REGIONAL HOSPITAL BOARD 


RECIPROCAL TRAINING SCHEME FOR 
SENIOR REGISTRARS 

Three whole-time Senior Registrars in Radiology 
required with initial tenures of appointment respec- 
tively as follows 

(1) United Shefficld Hospitals 

(2) City General Hospital, Sheffield. and Barnsicy 

Or Rotherham Group of Hospitals 

(3) Leicester Royal Infirmary 

Candidates should hold a Diploma in Diagnostic 
Radiology Appointments for ome year in first 
instance and renewable thereafter annually The 
successful candidates will be transferred as appro- 
priate to a Regional Hospital or the Teaching Hos- 
pitals. for the second phase of the appointment in 
accordance with the arrangcments under the Recip- 
rocal Training Scheme Renewal of appointment 
and transfer be subject to satisfactory work 
and progress. Further details and form of applica 
tion from the Senior Administrative Medical Officer 
Sheffield Regional Hospital Board. Old Fulwood 
Road. Shefficid. Forms to be returned by Decem- 
ber 2. 1957 (8633) 


GLASGOW ROVAL INFIRMARY 


SENIOR HOUSE OFFICER IN RADIOLOGY 

Write, giving three names for reference, not later 
than Saturday. November 30, 1957, to the Secretary, 
Board of Management for Glasgow Roval Infirmary 
and Associated Hospitals, 135, Buchanan Street, 
Gilassow, C.! (9045) 


INSTITUTE OF UROLOGY 
In association with St. Peter's. St. Paul's and 
St. Philip's Hospitals 


Applications are invited for an appointment as 
RADIOLOGICAL RESEARCH ASSISTANT 
for. thre notional half-days per week, main'y in 
the X-ray Departments of St. Peter's and St 
Paul's Hospitals. Salary at the rate of £680 per 
annum The appointment will be for one year in 
the first instance. Candidates should be prepared 
to undertake research in cine-radiography with the 


image intensifier and should have experience in 
radio ogy Applications, with the names of three 
referees, shou'd be forwarded to the Secretary, 


Institute of Urology. 10, Henrietta Street, London, 
W.C.2, by December 20, 1957. Further information 
may be obtained on request (9019) 


RADIOTHERAPY 


LEEDS REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT RADIOTHERAPIST 
(S.H.M scale) 
in the Regional Radiotherapy Service, for duties 
mainiy at the Hull Royal Infirmary. Relief duties 
as may be required at other Radiotherapy Centres 
in the Reg on The person appointed to work 
under the supervision of the Consultant in Radio- 
therapy. and to reside in the Hull arca Applica- 
tions (12 copies), stating age, qualifications, and 
details of present and previous appointments (with 
dates), and names and addresses of three referees 
to the Secretary, Park Parade, Harrogate. by 
December 10. 1957 (8659) 


UNITED BRISTOL HOSPITALS 
General Hospital Branch 


Applications are invited for the resident post, 
tenable for six months from February |. 1958. of 
RADIOTHERAPY HOUSE PHYSICIAN 
This post may be of Senior House Officer gradc, 
and applicants for this grade should state if they 
are willing to undertake duties of Senior Resident 


Officer Applications, on forms obtainable from 
the undersigned, to be submitted by December 4 
195 to Secretary to the Board, Royal Infirmary 


Branch, Brist 2 (9168) 
HAMMERSMITH HOSPITAL AND 
POSTGRADUATE MEDICAL SCHOOL 
Du Cane Road, London, W.12 


TWO RESIDENT HOUSE SURGEONS 
(Radiotherapy) 
required January 1 These two posts offer oppor- 
tumies for attending general surgical postdraduate 


teaching Agc. qualifications, experience, copies of 
two fecent testimonials, to Sccretary, Board of 
Governors, by December 2, 1957 (90R9) 


RHEUMATOLOGY 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR IN MEDICINE 
for duty within the Rheumatic Unit at the Northern 
General Hospital, Edinburgh The Unit undertakes 
considerable amount of research work and pre 
ference will be given to candidates with some pre- 
‘ious experience in the treatment of rheumatic dis- 
orders Apply. giving particulars of age. qualifica- 


tions and previous experience, and the names of 
two referees, to the Secretary, 11 
gens, Edinburgh, 3, by December 14, 1957 


Drumsheugh Gar- 
(90%) 
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SURGERY 
ADDENBROOKE'S HOSPITAL. Cambridge 
SURGICAL REGISTRAR 
(non-residemt) for one year in first instance from 
early January, renewable for second year. Apply. 
with full particulars and names of three referees 
to Secretary by December 7 (8932) 
BIRMINGHAM REGIONAL HOSPITAL BOARD 
1. Dudley, Stourbridge Group, The Guest Hospital, 


REGISTRAR, GENERAL SURGERY 
for the Guest Hospital, Dudicy (154 beds) Ex- 


perience specialty essential Higher qualification 
desirable Resident. Married accommodation 
available 


2. Mid-Worcestershire Group, Birmingham Road, 


Bromsgrove 
REGISTRAR, GENERAL SURGERY 

whole-time, for Kidderminster and District Genera! 
Hospital Experience specialty essential Post 
recognized for F.R.C.S. Resident 
3. Herefordshire Group, Victoria House, Fign 

Street. Hereford 

REGISTRAR, GENERAL SURGERY 

Duties mainly at General (154 beds—-71 surgical 
beds, including fracture and orthopacdic) and 
County Hospitals, Hereford (399 beds —40 surgical) 
Recognized for F RCS 
4. Birmingham (Selly Oak) Group, Oak Tree Lane, 

Birmingham, 29 

REGISTRAR, SURGICAI 
for Birmingham Accident Hospital, Bath Row 
Birmingham, 15 (215 beds), Duties with Accident 
Sureery Team and possibility of wansfer tw Burns 
Unit. General surgical experience essential. Higher 
qualification an advantage 
Application forms, from Group Secretaries, to be 

returned by December 2, 1957 Candidates may 
visit hospitals (R978) 


GUILDFORD GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


South-West Metropolitan Regional Hospital 
Hastemere and District Hospital, Haslemere 


Applications are invited tor the post of 
SURGICAL REGISTRAR 
(General) Unfurnished house available. Candi- 
dates may visit the hospital by arrangement. Appli- 
cation forms obtainable from, and should be re- 
turned to, Group Secretary. Guildford Group 
H.M.C., St. Luke's Hospital, Guildford, by Decem- 
ber 7, 1957 (8933) 


MANCHESTER REGIONAL HOSPITAL BOARD 


South Manchester H.M.C. 


The Board invite applications from registered 

practitioners for the post of 
RESIDENT SURGICAL OFFICER 

(Registrar grade) at the Christie Hospital and Holt 
Radium Institute The post provides unique 
experience in the treatment of tumours and good 
opportunity for study Applications, with full 
details, including the names of two referees, to be 
forwarded to the Group Secretary, Withington Hos- 
pital, Manchester, 20, immediately (9147) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Special area for Cumberiand and North 
Westmortand 
East Cumberland Group of Hospitals 


SURGICAL REGISTRAR 

(resident) (whole-time) required for one year in the 
first instance, with the likelihood of extension 
Main duties at the Cumberiand Infirmary, Carlisic 
(332 beds), where the Registrar will have duties 
in the casualty department and in the wards. The 
post is recognized under the F.R.C.S. regulations 
Applications, togcther with names and addresses of 
one to three referees and/or one two three testi- 
monials, to the Senior Administrative Medical 
Officer, 72, Warwick Road, Carlisic, within 14 days 

(9074) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for a whole-time appoint 

ment as 
RESIDENT SURGICAL OFFICER 

to fill a vacancy in the approved establishment at 
the Isle of Thanet group of hospitals, available on 
February 1, 1958 This appointment includes, in 
addition, duties connected with urological surgery 
The salary will be £1.061 10s. per annum, and the 
appointment will be in accordance with the Terms 
and Conditions of Service of Hospital Medical 
and Dental Staff (England and Wales), and will be 
for one year in the first instance, renewable for a 
further year Applications, giving particulars of 
age, qualifications, and experience with relevant 
together with the names and addresses of 
two referees, to be sent to the Secretary, Registrars 
Committee, South-East Metropolitan Regional Hos 
pital Board, 11, Portland Place, W.1, not later 
than December 7, 1957 (8980) 


Nov. 23, 1957 


WESTERN REGIONAL HOSPITAL BOARD 

Applications are invited for the following 
appointment. which will be for ome year in the 
first instance 

REGISTRAR IN SURGERY 

based at Law Hospital, Carluke. Applications (12 
copies), stating date of birth, qualifications, experi- 
ence, present appointment, and the names of three 
referees. to reach the Secretary, Western Regional 
Hospital Board, 64, West Regent Strect, Glasgow 
C.2, by December 7, 1957 (9130) 


WIGAN AND LEIGH HOSPITAL MANAGE 
MENT COMMITTEE 
SURGICAL REGISTRAR 
resident, required at Royal Albert Edward 
Infirmary, Wigan. Preference given to holders of 
higher surgical qualifications Post recognized for 
FRCS. Apply, with names of two referees, to 
Secretary, Knowsley House, Wigan (8707) 


NORTH AND MID-CHESHIRE HOSPITAI 
MANAGEMENT COMMITTEE 


Altrincham General Hospital 


ASSISTANT SENIOR SURGICAL OFFICER 
(3 H.M.O. grade) 

Applications are invited for this post in a hospital 
of 130 acute beds with a busy Casualty Department 
The appointee would be required to exercise control 
of this department and also to assist R.S.O. with 


the general surgical work of the hospital The 
post offers excellent opportunities of practical 
experience and postgraduate study to suitably 


qualified candidates and particularly those studying 
for higher surgical qualifications Applications 
with names of two referees, to Group Secretary 
Sinderland Road. Altrincham, Cheshire 


BARNSTAPLE. NORTH DEVON INFIRMARY 
(Central Group Hospital of 105 beds) 


SENIOR HOUSE SURGEON 
Post vacamt January 13, 1958, for one year. Salary 
£819 10s. per annum. Furnished flat available for 
renia Applications, with customary details, to 
Group Secretary, North Devon H.MC., 19, 
Alexandra Road, Barnstaple (8437) 


CLACTON AND DISTRICT HOSPITAL 
Clacton-on-Sea (58 deds) 


Applications invited for post of 
SENIOR HOUSE OFFICER 
(Resident Surgical Officer). Post tenable for one 
year Applications, with copies of three testi- 
monials, to Group Secretary, Colchester H.MC.. 
14. Pope's Lane. Colchester, Essex (9075) 


DARLINGTON MEMORIAL HOSPITAL 


SURGICAL AND CASLALTY OFFICER (5.11.0., 
Applications are invited from male or female 
practitioners for the above post, which is recor- 
nized for the F.R.C.S(Eng.) Salary £819 10s. per 
annum, deduction of £150 per annum for full resi- 
dential emoluments The post is tenable for 12 
months, or for a shorter pe:iod if desired The 
successful candidate wil! work in conjunction with 
a Senior Casualty (Officer Apply. with references 
stating age and experience, to the undersigned 
G. W. Beckwith, Group Secretary and Secretary 
Superintendent (8675) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


SENIOR HOUSE OFFICER (General Surgery) 
or HOUSE SURGEON (Pre-registration) 
vacant mid-January Recognized for F.R.C.S 
Applications, headed Post 1, stating full details and 
two names for reference, should be sent immedi- 
ately to the Secretary (8935) 


HIGHBURY HOSPITAL, Bulwell, Nottingham 


SENIOR HOUSE OFFICER (Surgical) 
required at the above hospital, good opportunity 
for obtaining experience in all types of genera! sur- 
gery Vacancy with effect December 1, 1957. Appli- 
cations, Stating age, qualifications, experience, and 
nationality, together with copies of testimonials. to 
be sent to Hospital Secretary (8635) 


ISLE OF WIGHT GROUP HOSPITAI 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 

required for House Surgeon's duties at the Royal 

. County Hospital and St. Mary's Hospital. 
Newport, 1.W.. vacant January 29, 1958. (Salary 
£819 10s. per annum.) Post recognized for F._R.C.S 
Applications, with names of two referees, to the 
Hospital Secretary. Royal 1.W. County Hospita! 
Ryde. 1.W., by December 14, 1957 


LOUGHBOROUGH GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
femaic. Imern $.H.O. grade, now vacant Appli- 
cations, stating agc. qualifications and expecricnce. 
with copies of recent testimonials, to the Group 
Secretary, Leicester No. | Hospital Management 
Committee, the Leicester Royal Infirmary a4) 


Nov. 23, 1957 


Surgery—conid, 

MONTAGU HOSPITAL, Mexborough, and Annexe 
(168 beds and 30 beds) 


LOCUM SENIOR HOUSE OFFICER (Surgery) 
Residential emoluments £150 per annum. Applica- 
tions to the Secretary, Hospital Management Com- 
mittee, “ Fern Bank,’ Doncaster Road, Rotherham 

(8885) 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTEE 


Castleford, District Hospital, 


RESIDENT SURGICAL OFFICER 
(Senior House Officer Grade) required Married 
accommodation available. Post vacant carly Decem- 
ber. Applicat‘ons as soon as possible to the Secre- 
tary, Great Northern House, Salter Row, Ponte- 
fract, Yorkshire (8934) 


PORTSMOUTH GROUP MANAGE- 
MENT COMMITT 


Queen Alexandra Hospital (87 Surgical Beds) 
SENIOR HOUSE SURGEON 
Vacam January 1, 1958 
2, Royal Portsmouth Hospital ("0 Surgical beds) 
SENIOR HOUSE SURGEON 
Vacant now 
Applications, stating age, expericnce, and quali- 
fications, together with the names of two referees 
should be forwarded as soon as possible to FE. H 
Hurst, St. Mary's Hospital, Milton Road, Ports- 
mouth (8303) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


RESIDENT SURGICAL OFFICER 
(S.H.O. or J.H.M_O. grade, according to experi- 
ence) required for Surgical Unit, Tredegar General 
Hospital, Monmouthshire. Duties are those of 
assistant to General Surgecon. Staff includes House 
Surgeon. Commodious family flat Apply, with 
full particulars and stating names of two referees, 
to Secretary. (9076) 


ROTHERHAM HOSPITAL (161 beds) and 
MOORGATE GENERAL HOSPITAL, Rotherham 
(342 beds, 38 cots) 


SENIOR HOUSE OFFICER 
(Casualty, E.N.T. and Eye Departments) 
Residential emoluments £150 per annum. Applica- 
tions to the Secretary, Hospital Management Com- 
mittee, “* Fern Bank,” Doncaster Road, Rotherham 
(8553) 


ROYAL INFIRMARY, Road, Suedertand 


(300 beds) 


SENIOR SURGICAL HOUSE OFFICER 
(resident) for gencral surgical duties The post, 
vacamt December 18, is recognized for F.R.C.S. 
Apply to Hospital Secretary, giving names and 
addresses of two referees (9014) 


ROYAL VICTORIA HOSPITAL, Folkestone 


Applications are invited for the appointment of 
SENTOR HOUSE SURGEON 

at the above hospital, which is recognized by the 
Royal College of Surgeons for the F.R.C.S. exami- 
nation. Salary £819 10s. a year, less £150 a year 
for residential emoluments, Applications, stating 
qualifications, experience, and the names and 
addresses of two referees, to the Group Secretary, 
South-East Kent Hospital Management Committee. 
Ash-Eton,”” Radnor Park West, Folkestone. (9102) 


ST. GEORGE'S HOSPITAL, S.W.1 


Applications are invited for the post of 
HOUSE SURGEON 
in the grade of Senior House Officer to the Surgical 
Unit at St. George's Hospital. Duties of this post 
will include work with the General Surgical Unit 
and in thoracic surgery. The successful candidate 
will be required to take up duty as soon as possible 
in December, 1957 Applications, stating age, 
education, qualifications, experience, and the names 
of two referees, should reach the undersigned not 
later than December 2, 1957.--P. H. Constabic 
House Governor. 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


War Memorial Hospital, Scunthorpe 


HOUSE SURGEON 
Applications invited for post of House Surgeon 
S.H.O. /pre-registration,, vacant early February 
Modern hospital with busy department, including 
general surgery and gynaccology. Applications, 
naming two referees, to Group Secretary. (8906) 
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SOUTH MANCHESTER H.M.C, 
Withiagton Hospital, Manchester, 20 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
including Casualty duties, Vacant immediately 

Post is recognized by the Royal College of 
Surgeons for the final F.R.C.S. examination, and 
possession of the primary F.R.C.S. will be an 
advantage, The hospital is recognized by. the Uni- 
versity of Manchester for the teaching Of under- 
graduate students Applications, with full details 
to the Group Secretary immediately. (9i71) 


STAINCLIFFE GENERAL HOSPITAL 
Dewsbury (304 beds) 


RESIDENT SURGICAL OFFICER 
(Senior House Officer Grade) 
Applications are invited for the above post, which 
falls vacant on January 14, 1958. The hospital 
has a General Surgical Unit of $2 beds and is 
recognized for the F.R.C.S. Applications, with 
full details, to the Administrative Officer at the 
hospital (8637) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


Applications are invited for 

NIOR HOUSE OFFICER 

(Resident Surgical Officer) 
Post vacant carly February, 1958. This is a post 
giving excellent experience in surgery, including 
operating work according to qualifications and ex- 
perience The post is recognized by the Royal 
Cotlege of Surgeons as a qualifying appointment 
for the Final Fellowship Examination Applica- 
tions, stating age, nationality and qualifications 
together with the names of two referees, should be 
forwarded to the Group Secretary, Taunton and 
Somerset Hospital, Musgrove Park Branch, Taunton 
Somerset. (8981) 


THE GUEST HOSPITAL, Dudiey (154 beds) 
SENIOR HOL SE OFFICER (Surgical) 
Post vacant November, 1957. Apply Group Secre- 
tary, Guest Hospital, Dudley, Worcs. (7256) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
vacant January |. Duties will consist of six months 
as Senior House Officer Casualty and six months 
Senior House Officer General Surgery. The medical 
staffing of the Casualty Department, which is a new 
one, is one Consultant, two Senior House Officers 
and one House Surgeon. The post is recognized for 
the F.R.C.S. Applications, stating age and quali- 
fications, together with copies of recent testimonials, 
to the Group Secretary, No. | Hospital Manage- 

ment Committce, the Leicester Royal Infirmary 
(7955) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER, SURGICAL 
vacant December 1. The post is tenab'e for one 
year, with ro‘ating duties in the Surgical, Ortho- 
pacdic, and Casualty Departments, and is recognized 
for the F.R.C.S. Appi cations, stating age, quali- 
fications, and experience. with copies of two recent 
testimonials, to the Group Secretary, No. 1 Hos- 
pital Management Commitice, The Leicester Royal 
Infirmary. (8638) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, The Green, N.15 


Applications are invited from registered medical 
practitioners for the appointment of 
RESIDENT SENIOR HOUSE SURGEON 
(S.H.O.) to the Prince of Wales's General Hos- 
pital. for a period of six months, vacant January 
1S, 1958. Application form, from Secretary. to be 
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BEDFORD GENERAL HOSPITAL (436 beds) 


TWO HOUSE SURGEONS 
required Pre- or post-registration Recognized 
for F.R.C.S. One vacant now, one end November 
Posts offer exceptional opportunities for general 
experience in Ousy acute surgical units. Enquiries 
and applications, with copies of two recent testi- 
monials, to be sent immediately to Group Secre- 
tary, Bedford Group H.M.C., 3, Kimbolton Road 
Bedford (8367) 


— ACCIDENT HOSPITAL 
$s 


Row, B.rmingham 
(215 beds and 8 House Surgeons) 


HOUSE SURGEONS 
(resident) Vacamt January / February Hospita 
largest traumatic unit in country and treats over 
50,000 new patients cach year. Recognized for 
purpose of casualty by R.C.S(Eng.). Teaching pro- 
gramme by consultant staff. Six-month appoint- 
ment, some of which may be spent in 42-bedded 
Medical Research Council's Burns Unit, Apply 
naming two referees, to Administrator (BS54) 


BOLINGBROKE HOSPITAL 
Wandsworth Common, S.W.11 


HOUSE SURGEONS (Two) 
resident. Vacant January I and 10, 1958 Open w 
registered practitioners and pre-registration candi 
dates. Apply Hospital Secretary, enclosing copics 
of three recent testimonials, by November 26, 1957 
(RSS) 


CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for the post of 
HOUSE SURGEON 
at Llandudno General Hospital, Liandudno (recog 
nized for F.R.C.S) The appointment is for a 
period of six months. Salary and conditions of ser 
vice in accordance with those approved by the 
Ministry of Health Applications, stating ag 
qualifications and experience, together with the 
names and addresses of two referees, to be for 
warded to the Group Secretary, Plas Gwyn, Ffridd- 
oedd Road. Bangor, within ten days of the 
appearance of this advertisement (9037) 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, 
N.W.10 


RESIDENT HOUSE OFFICER 
required in General Sureery and Neurological 
Department. Pre-registration candidates would be 
considered Post vacant December 24 Applica 
tions, with two testimonials, to Medical Director 
by November 30 (9115) 


CONNAUGHT HOSPITAL, Walthamstow, £.17 
(123 beds) 


TWO HOUSE SURGEONS 
required for six months. Recognized for F.R.CS 
Applications, with full details and copies of two 
recent testimonials, should be scent immediately to 
Secretary, Forest Group H.M.C., Langthorne Road 
(8907) 


EPPING, ST. MARGARET'S HOSPITAL 


HOUSE SURGEON 
(pre- of post-registration) to very busy gencra! 
surgical unit. Hospital within easy reach of central 
London Post vacant January 15, 1958, Appli- 
cations, with copies of testimonials, including one 
from medical school, to reach the Group Secretary. 
Epping Group H.M.C., “ Oak Cottage,” The Plain. 
Epping, Essex, by December 6, 1957 (8891) 


GENERAL HOSPITAL, Southend-on-Sea 


Applications are invited from registered or pro- 
visionally registered practitioners for appointment as 
RESIDENT HOUSE SURGEON 
Post vacamt December 6. 1957. Applications, stating 
age, qualifications and previous experience, with 
copies of recent testimonials (one testimonial 
sufficient from applicants for first appointment), 
should reach the undersigned by November 21, 
1957.—J. C. Field. Secretary (8682) 


returned by December 7, 1957 (9039) 
HOSPITAL, Notts 
9 active surgical 


Applications are invited for the post of 
PRE-REGISTRATION HOUSE SURGEON OR 
SENIOR HOUSE OFFICER (Surzica)) 
Duties to include Orthopaedic and E.N.T. De- 
partments. Applications, w.th copies of two recent 
testimonials, or names for reference, to be sent to 
the Group Secretary, P.O. Box No. 2, Victoria 
Hospital, Worksop, Notts (8639) 


WESTERN INFIRMARY OF GLASGOW 


SENIOR HOUSE OFFICER IN SURGERY 
(non-resident) required. The appointment will be 
for one year in the first instance, and will be 
subject to the National Health Service (Scotland) 
(Superannuation) Regulations. Applications, stating 
age, qualifications, and present appointment, and 
giving the names of three referees, should be sub- 
mitted to the Secretary and Treasurer, Board of 
Management for Glasgow Western Hospitals. 10, 
Park Circus, Glasgow, C.3, (9004) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT ¢ COMMITTEE 


St. Bartholomew's Hospital, Rochester 
(Recognized for the F.R.C.S.) 


HOUSE SURGEONS (Two) 

Applications are invited for two pre-registration 
posts, general surgery, one vacant from middie of 
December and one from the middle of January. If 
held by a registered practitioner post will be limited 
to six months. Salary £467 10s. to £577 10s per 
annum, according to experience Applications 
Stating age. qualifications. nationality, and experi- 


ence, to be addressed to the Hospital Secretary 
) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 31 


| L 
| | 
| 
| 
| 
| 
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Surgery—-contd. 


MONTAGU HOSPITAL, Mexborough, and Annexe 
(168 beds and 10 beds) 


RESIDENT HOUSE SURGEON 
Applications to the Secretary. Hospital Manage- 
mem Commitiec, “ Fern Bank Doncaster Road 
Rotherham (8936) 


NORTH MIDDLESEX HOSPITAL, London, N.18 
Applications are invited from pre and post- 
registration candidates for the posts (two) of 


RESIDENT HOUSE SURGEONS 


(general with sOme gcnito-urinary surecry) Sia 
months’ appointment, vacant January 1, 1958. Both 
posts recognized for F.R.C.S Applications, giving 
full particulars, together with copies of recent 


testimonials, should reach the Secretary of the hos- 
pital by November 27 (8804) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


Caerphilly District Hospital, Caerphilly, Glam 
(Acute general hospital, 228 beds). Six miles from 
city of Cardiff, Married quarters may be available 

HOUSE SURGEON 

(February 1) Post recognized for 

Tredegar Hospital 
(Surgical unit of SO beds, pius 6 orthopaedic beds 
under daily supervision of Consultant Surgeon and 
visiting supervision of Orthopaedic Surgeon) Busy 
out-patient, casualty and radiology departments 
Marricd quarters 
HOUSE SURGEON 


FRCS 


GClanuary 26) with opportunity to follow on with a 
H.P. of H.O. (Obstetrics) if satisfactory 
Application to the Group Secretary, Central 
Offices, Caerphilly Road. Yatrad Mynach, Hengoed, 
Giam (9060) 


ROYAL SOUTH HANTS HOSPITAL (274 beds) 
RESIDENT HOUSE SURGEON 
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WILLESBOROUGH HOSPITAL 
near Ashford, Kent 


Applications are invited for the appointmem of 
HOUSE SURGEON 

at the above hospital, which is recognized for pre- 
registration service and which will become vacant 
on December 26, 1957. Salary £467 10s., £522 10s., 
or £577 10s. a yea according to experience, less 
£125 a year for residential emoluments Applica- 
tions, stating qua/ifications, experence and the 
names and addresses of two referces, should be 
made to the Group Secretary, Ash-Eton,” 
Radnor Park West, Folkestone (9103) 


WIMBLEDON HOSPITAL, Therstan Road, 
Copse Hil, 5.W.20 


RESIDENT HOUSE SURGEON 

(not pre-registration) Vacant now. Salary 

£577 10s. per annum Post affords good oppor- 

tunity for posteraduate training and offers exceilent 

experience in surecry Applications giving age 

qualifications, etc.. and names and addresses of 

two referees, to the Secretary at above address 
(8937) 


WORTHING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Southiands Hospital, Shoreham-by-Sea, § 
(411 beds) 
TWO HOUSE SURGEON POSTS 


both recognized by R.C.S. for Fellowship Onc 
vacant now, duties in gencral surgery and ortho- 
paedics. One vacant December 17, pre-registration 
or registered practitioner Applications to Secre- 
tary, Southlands Hospital.-A. V. Oakton, Group 
Secretary (8908) 


ALTON GENERAL HOSPITAL, Alton (136 beds) 
(Acute General) 


RESIDENT HOUSE OFFICER 
required for general surgical duties. Post suitable 


required. Pre-registration candidates Appli- for pre-registration candidates Vacant early 
cations, with copies of recent testimonials, should December, 1957. Recognized for F.R.C.S Six- 
be forwarded to Group Sccrctary. Southampton month appointment Applications, and copies of 
Group Hospital Management Committee, Bullar testimonials, to be sent to the Hospital Secretary 
Street. Southampton (8830) | by December 3 (Pr.8732) 
ST. ALFEGE’S HOSPITAL, Greenwich, S.F.10 BARNET GENERAL HOSPITAL 
(367 beds) Wellthouse Lane, Barnet, Herts (461 beds) 
Recognized for F R.C examination 
HOUSE SURGEON (General Surgery) 
HOUSE st RGEON pre-registration post, commencing December 1. 
vacam mid-December Six months’ appointment Recognized for F.R.CS Applications, with full 
Nationa! salary and conditions Applications and particulars, to Hospital Secretary (Pr.9114) 
testimonials to Secretary, G. and D./H.M.C., above 
hospital (9098) BARNSTAPLE, INFIRMARY 


SOUTHAMPTON GENERAL HOSPITAL 
(474 beds) 


RESIDENT HOUSE SURGEONS (Two) 
required. Pre-registration candidates cligible. Appli- 
cations, with copies of recent testimonials, should 
be forwarded to Growp Sccretary. Southampton 
Group Hospital Management Committee, Bullar 
Street. Southampton (9143) 


STRATFORD-ON-AVON HOSPITAL (163 beds) 

RESIDENT HOUSE SURGEON 
providing excellent experience. Applica- 
recent testimonials, to Hospital 
(8883) 


New post 
tions, with two 
Secretary 


THE UNITED LIVERPOOL HOSPITALS 


Liverpool Royal Infirmary 
David Lewis Northern Hospital 
Royal Southern Hospital 
Liverpool Stanley Hospital 
Royal Liverpool Children’s Hospital 
Applications are invited for appointments as 
RESIDENT HOUSE SURGEONS 
for the six months beginning March 1, 1958. The 
posts afe open to registered practitioners and pre- 
registration applican's Apply. by December 9, 
1957, on form obtainable from the Secretary, the 
United Liverpool Hospitals, 80, Rodney Street, 
Liverpool, 1 (9067) 


WANSTEAD HOSPITAL, Hermon Hill, London, 
E.11 (191 beds) 


HOUSE SURGEON 
required, Post vacant December 24, 
nized for F.R.C.S. Applications, with full details 
and cop.es of two recent testimonials. should be 
sent immediately to Secretary, Forest Group 
H.M.C., Langthorne Road, (8556) 


WHITTINGTON HOSPITAL, London, N.19 


Applications are invited for four post of 
HOUSE SURGEON (General 
January 1. 1958 Posts recognized for 
(Eng.) Pre-registration candidates may 
Application forms obtainable from Group 
46, Cholmeicy Park, London, N.6 (ARC 
returnable to the Medical 
Whittington Hospital, London, 
1987 (8982) 


1957. Recor- 


Vacant 
FRCS 
apply 
Secretary 


3070, Ext. $27). and 
Superintendent 
N.19. by December 2, 


(10s 


HOUSE SURGEON 
(pre-registration), vacant now. The hospital serves 
a wide area of pleasant countryside and the post 
affords good opportunity to study excellent clinical 
material. Apply to Group Secretary, 19. Alexandra 
Road, Barnstaple (Pr.6102) 


BATH HOSPITAL MANAGEMENT COMMITTEE 
HOUSE SURGEONS 

required at the Royal United Hospital, on January 
16 and 30, 1958 Posts recognized for pre-regis- 
tration purposes and under F.R.C.S. Regulations 
Applications, stating agc, qualifications and experi- 
ence, with three testimonials, to Group Secretary, 
Manor Hospital, Bath, by December 4, 1957 


(Pr.8983) 
BECKENHAM HOSPITAL, Kent (100 beds) 
HOUSE SURGEON 
required December 1. Recognized for F.R.C.S 
Pre-registration post. Apply, stating age, nation- 
ality, qualifications and experience, and naming 
three referees, to Administrative Officer. (Pr.9104) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITI 


Royal Infirmary, Btackburn 
HOUSE SURGEONS (Two) 

required for January 25 and February 1, 1958 
Posts recognized for F.R.C.S. and approved for 

pre-registration purposes 

Queen's Park Hospital, Blackburn 

HOUSE SURGEON 
required for February 1, 1958. Post recognized 
for F.R.C.S. and approved for pre-registration 

purposcs 

Apply to Group Secretary, H.M.C. Office, Royal 
Infirmary, Blackburn (Pr.8938) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Victoria Hospital tells Road, Bourne- 


GENERAL HOUSE SURGEON 
required for post vacant on December 14 Ap- 
pointment recognized for F.R.C.S. examination. 
Applications to the Hospital Sccretary. (Pr.8910) 


Nov. 23, 1957 


CHELMSFORD AND ESSEX HOSPITAL 
(161 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
Pre-registration post The post became vacant 
during the middie of November, and offers good 
surgical experience. Recognized for the F.R.CS 
Applications, together with two recent testimonials 
to the Secretary, Cheimsford Hospital Management 
Committee, London Road, Chelmsford, (Pr.7173) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 
(815 beds) 


HOUSE OFFICER 
General surgery, required Vacant now Pre 
registration post. Hospital recognized for F.R.C.S 
Detailed applications, with copy testimonials, to 
Group Secretary, H.M.C., Princes Road. Stoke-on 
Trent (Pr. 8545) 


EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's Hospital (261 beds) 
Princess Alice Hospital (120 beds) 


Applications are invited for three pre-registration 
posts of 

HOUSE SURGEON 
Sureery in these two busy, well 
vacant now Recognized by 
Royal College of Surgeons. Staff of nine House 
Officers Applications, stating agc. nationality. 
qualifications and experience, with copies of two 
recent testimonials, to the Group Secretary, 29 
Bedfordwell Road, Eastbourne (Pr. 8984) 


EPSOM DISTRICT HOSPITAL 
Dorking Road, Epsom, Surrey 


RESIDENT HOUSE SURGEON 
required December Pre-registration post recoe- 
nized for F.R.C.S Applications, stating axe, 
qualifications and experience, with copies of two 
recent testimonials, should be sent as soon as pos 
sible to Group Secretary at above address. (Pr.8647) 


GENERAL HOSPITAL, Rochford, Essex 
(620 beds) 


for General 
equipped hospita's 


Appiications required from pre-registration candi- 

dates for a six months’ appointment of 
HOUSE SURGEON 

(recognized for F.R.C.S.), to be followed, subject 
to satisfactory service, by a six months" appoint- 
ment as House Officer (Obstetrics) (recognized for 
D.Obst.R.C_0.G.) Post vacant approximately 
December |! Applications, accompanied by one 
testimonial. to reach the undersigned as soon as 
possibie.—-J. C. Field, Secretary (Pr.9149) 


HAREFIELD HOSPITAL, Harefield, Middlesex 
Applications are invited for the pre-registration 


post of 
HOUSE SURGEON 
to the gencral wards at the above hospital. Vacant 
immediately Applications, with copies of two 
testimonials, to the Medical Director of the hosvita! 
(Pr.9124) 


HASTINGS. ROYAL SSEX HOSPITAL 
as 


Applications are invited for the post of 
HOUSE SURGEON 
(pre-registration) vacant on November 30, 1957 
This hospital is the main surgical hospita) in the 
Hastings Area, and the post offers excellent experi- 
ence. Apply immediately, with two testimonials or 
names of two referees, to the Administrator of the 
hospital (Pr. 8939) 


HERTFORD COUNTY (171 beds) 
(Hospital situated 21 miles from London) 


Applications are invited for the undermentioned 


appointment 
HOUSE SURGEON 
General, Gynaecology and Obstetrics (first or second 


post), To commence December 13, 1957 Pre- 
registration post Recognized under 
regulations. Applications to Group Secretary, 


Hertford H.M.C., County Hospital, Hertford. Herts 
(Pr.9082) 


HIGH WYCOMBE WAR MEMORIAL 
HOSPITAL, Bucks 
(163 beds, 5 residents) 


PRE-REGISTRATION HOUSE SURGEON 
for general surgery and E.N.T. required. Marricd 
quarters available. Apply Secretary (Pr.8648) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE SURGEON 

Vacant December 10. 50 surgical beds, new operat- 
ing theatre, Out-Patient and Casualty Departments 
Preference given to applicants secking pre-registra- 
tion post under Medical Act. 1950. Applications, 
with copies of three testimonials and name and 
address of one referee, to Hospital Secretary 

(Pr 9043) 


Nov. 23. 1957 


Surgeryv—contd. 

HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal Infirmary (285 beds) 


HOUSE SURGEON 
required, to commence duty immediately. The post 
is recognized as a pre-registration appointment and 
for the F.R.C.S. Salary in accordance with nationa! 
scales Applications. together with copies of three 
recent testimonials, to be addressed to the under- 
signed as soon as possible —-H. J. Johnson, Secre- 
tary to the Management Commitiece, the Royal 
Infirmary. Huddersfield (Pr 8741) 


KETTERING AND DISTRICT GENERAL 
HOSPITAL, Kettering, Northants 


invited 


Applications are for the undermentioned 


post, vacant December 1. 195 

HOUSE SURGEON (Pre-registration) 
Post recognized for FRCS Applications 
stating experience and qualifications. toecther 
with copies of three recent testimonials, should 


be sent to the Group Secretary at above address 
(Pr.9025) 


EDWARD VII HOSPITAL, Windsor 


KING 


HOUSE SURGEON IN GENERAL SURGERY 
required, male or femaic. for post vacant December 
28. Pre-registration post, recognized for F.R.C.S 
Applications, stating nationality, qualifications 
(with dates), and copies of recent testimonials. to 
Secretary by November 27 (Pr 8589) 


KING EDWARD VII HOSPITAL, Windsor 


HOUSE SURGEON IN GENERAL AND 
THOPAEDIC SURGERY 
required, male or female, for post vacant December 
il Pre-registration post, recognized for F RCS 
Applications, stating age. qualifications (with dates) 
and nationality, to Secretary (Pr.8590) 


LISTER HOSPITAL, Hitchin, Herts 


RESIDENT HOUSE SURGEON 


required end of November. Recognized as pre- 
registration post. Applications to the Medical Ad- 
ministrator, Lister Hospital, Hitchin, as soon as 
possible (Pr 8649) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 
Newcastle upon Tyee Hospital Management 
Committee 


The following residen; become vacant on 
January 7, 1958 
HOUSE SURGEONS (Two) (General Surgery) 
(Recognized for the F.R.C.S. Diploma) 

These posts are recognized for the purpose of pre- 
registration service. and applications will be 
accepted from students on the poim of taking their 
qualifying cxamination Applications, together with 
referees, should be 


Posts 


names and addresses of two 

sem to the Secretary, Newcastle General Hospital. 

Newcastle upon Tyne, 4, by December 7, S7 
(Pr.9057) 


QUEEN VICTORIA HOSPITAL, East Grinstead 
RESIDENT HOUSE OFFICER 


male or female, required on January 1. 


1958, for 


gencral hospital Appoin‘ment for six months in 
first instance Recognized for pre-registration 
purposes and for F.R.CS Apply, stating age, 
experience, with three referees, to Hospital 
Secretary (Pr. 8465) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (315 beds) 


HOUSE SURGEON 
recognized by Royal College of Surgeons) 
for general surgery with some E.N.T 
Approved pre-registration post Vacant 
December 1 Applications, with copies of two 
testimonials, to Group Secretary (Pr.9079) 


ROYAL HOSPITAL, Richmond, Serrey 


PRE-REGISTRATION HOUSE SURGEON 
required. November 27, for busy acute general! hos- 
pital with full consultant staff Applications in- 
vited immediately (acceptable in advance of cxam- 
ination results), giving age, qualifications, and two 
referees, to Administrative Officer (Pr.8909) 


ROYAL INFIRMARY, Durham Road, Sunderland 
(300 beds) 


(post 
required 
duties 


HOUSE SURGEON 
The post, vacant on January 4, is recognized for 
pre-registration e¢xperience Apply to Hospital 
Secretary, giving names addresses of twu 
referces (Pr.9015) 


ROYAL LANCASTER INFIRMARY (240 beds) 


and 


RESIDENT HOUSE OFFICER (Sergical) 
(pre-registration post) Successful applicant will 
work with Consultant Surgical Unit and attend 
consultative clinics. Post tenable for six months 
Recognized for F.R.C.S. Applications, with names 
of two referees, to the Group Secretary. Royal 
Lancaster Infirmary, Lancaster. (Pr.9154) 
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ST. ALBANS CITY HOSPITAL, St. Albans, Herts 
(384 beds) 


HOUSE SURGEON 
(House Officer grade) required for one of the two 
Surgical teams from December 19, 1957. (Post 
recognized for F.R.CS) Preference given to 
candidates secking post under the Medical Act 
1950 Applications to Sccretary, Mid-Herts Group 
Hospital Management Committee, Bleak House 
Catherine Street, St. Albans (Pr. 8592) 


ST. MARY'S HOSPITAL FOR WOMEN AND 
CHILDREN, Upper Road, Plaistow, London, E.13 


HOUSE SURGEON 
(pre-registration, first or second post) to commence 
on January 1, 1958. Duties include general surgery 
gynaccology and E.N.T. Apply to Hospital Secre- 
tary not later than November 30, 1957 (Pr.9144) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Salisbury General Hospital 


Applications are invited for the appeintment of 
RESIDENT HOUSE SURGEON /HOUSE 
PHYSICIAN 
to run consecutively in this order from January 1, 
1958, for a period of six months in cach post. The 
Post i open to pre-registration candidates Apply. 
naming two referees, to Group Secretary, Odstock 
Hospita!. Salisbury (Pr.8985) 


SOUTH DEVON AND EAST CORNWALL 
OSPITAL, Plymouth 


Vacancies exist in the | following departments - 
HOUSE SURGEON 


Pre-registration post, vacant December 1, 1957 
Recognized for the F.R.C.S.. at the Devonport 
Hospital 


HOUSE SURGEONS 
Pre-registration posts, vacancies December 9, 1957, 
January | and 4, 1958 Recognized for the 


F.R.CS. Greenbank Road Hospital 
In all cases send names of three referees to the 
Group Secretary. Nelson Gardens, Devonport 
(Pr.8214) 


TAUNTON AND SOMERSET HOSPITAL 
(423 beds), Taunton, Somerset 


HOUSE OFFICER (General Surgery) 
required Pre-registration post Recognized for 
FR.C.S. Two posts, vacant November 28, 1957 
and January 9, 1958, respectively Applications 
Stating age, nationality, and qualifications, to the 
Group Secretary, Taunton Hospital Management 
Committee, c/o Musgrove Park Hospital, Taunton, 
Somerset, immediately (Pr. 8593) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough General Hospital, Ayresome Green 
Lane, Middlesbrough (305 beds) 


Applications are invited for the appointment of 
HOUSE OFFICER (General Surgery) 

at the above hospital. The post is recognized for 

pre-registration service under the Medical Act. 1950 

Applications, stating full details. and giving two 

names for reference, should be addressed to the 

Hospital Secretary (Pr.8911) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Ormesby Hospital, Middlesbrough 


Applications are invited “3 for the appointment of 
HOUSE OFFICER (Sergery) 


for Surgical Team No. 2—30 beds—at the above 
hospital. The post is recognized for pre-registra- 
tion service under the Medical Act, 1950. Appli- 


cations, stating full details and giving two names 
for reference, should be addressed to the Hospital 


47 


TORBAY HOSPITAL, Torquay (166 general beds) 


RESIDENT HOL se OFFICER (Surgical) 
(male or female) required approximately December 
1S, 1957. Post recognized for F.R.C.S. and pre 


registration purposes There is a complemeat of 
six Resident House Officers Applications, stating 
Qualifications, nationality. and age, togcther with 
copy testimonials (quoting reference F.955/84) to 
the Group Secretary. Torquay District Hospital 
Managemem Committee, Torbay Hospital, Torquay 
S Devon (Pr 8145) 


TOTTENHAM GROUP HOSPITAL MANAGE. 
MENT COMMITTEE, The Green, N.15 


Applications are invited from qualified medica! 

Practitioners for the appointment of 
RESIDENT JUNIOR HOUSE SURGEON 

(Pre-registration ist or 2nd Post) to the Prince of 
Wales's General Hospital. for a period of six 
months, vacant January 16, 1958 Application 
form, from Secretary, to be returned by December 
7, 1987 (Pr. 9038) 


GROUP HOSPITAL MANAGE. 


MENT COMMITTEE 


HOUSE SURGEONS 
Five posts, vacant January 1. three at Memoria! 
Hospital. Woolwich, two at St. Nicholas Hospital 
Piumstcad All recognized for F.R.CS and 
approved for pre-registration service Apply tw 
Group Secretary, Memorial Hospital, Woolwich 
S.E.18 (Pr 8679) 


THORACIC SURGERY 
BROMPTON HOSPITAL, S.W.3 


Applications invited for the post of 
NON-RESIDENT SURGICAL OFFICER 
(post graded as Senior House Officer or Registrar 
according to qualifications and experience) for six 
months from February 1. 1958, with eligibility for 
re-appointment. Candidates mus; have held a resi 
dem hospital appointment Applications, stating 
age, qualifications (with dates), nationality, and 
appointments held, together with copies of testi- 
monials, by December 7. 1957, to Kenneth A. F 
Miles, House Governor (9123) 


NOTTINGHAM HOSPITAL (811 beds) 


Applications are iavited for the post of 
SENIOR HOUSE OFFICER 
in the Department of Thoracic Surgery. Post vacant 
December 24. Salary £819 10s. per annum, less 
£150 for residential emoluments. The appointment 
wil} be for one year Applications, stating age 
nationality, qualifications and experience, together 
with copies of three testimonials, should be sent to 
the Hospital Secretary, City Hospital, Hucknall 
Road, Nottingham (8822) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 31 


PUBLIC HEALTH 
CITY OF BIRMINGHAM EDUCATION 
COMMITTEE 


SCHOOL MEDICAL OFFICER 

Applications are invited from registered medical 
practitioners (men or women) for appointment as 
School Medical Officer in the School Health Ser 
vice. The possession of a D.P.H. or D.C.H. will 
be an advantage, Salary in accordance with Whit- 
ley Council scale of £1,050 by £50 to £1,200 by £55 
is subject to 


Secretary (Pr.8650) to £1,475 per annum. Appointment 
the appropriate superannuation Act and to the 

THE CORBETT HOSPITAL, Stourbridge (114 beds) | passing of a medical examination. Forms of ap- 
——— plication, obtainable from the undersigned (s.a.c.) 

HOUSE OFFICER (Surgical) must be returned by December 17 
-registration. Post vacant January, 1958. Apply sing disqualifics.—E. | ussell, Chie ducation 
a tenes. Guest Hospital, Dudiey, Worcs Officer, Schoo! Health Service, 102, Edmund Street 
(Pr.9136) Birmingham, 3 (9139) 


THE ROYAL HOSPITAL, Wolverhampton 
(Aa Hospital of the Birmingham 
University Medical School) 


PRE-REGISTRATION HOUSE OFFICERS 
Vacancies in surgery occur on January |, 6, II, 
and 23. 1958. Apply. giving age and qualifications, 
with copies of two testimonials, to the Hospital 
Secretary. (Pr. 8986) 


UPTON HOSPITAL, Slough 


HOU SE ‘SURGEON 
required, pre-registration post Application, with 
names of two referees, to Secretary. (Pr.8940) 


LONDON COUNTY COUNCH 
VISITING MEDICAL OFFICER 


Applications are invited from medical practi- 
tioners practising in locality under National Heaith 
Service for appointment as Visiting Medica . Ifficer 

Portiey 


to the Gresham Place Residential Nursery 
Wood Road. Whyteleafe, Surrey, accommodating 
25 children (0-5 years). Remuneration £70 a ycar 
plus fees receivable from Executive Council in 
respect of residents and residential staff who may 
be taken on N.HLS. list Particulars and applica- 
tion forms from Medical Officer of Health (PH 
D1 (2090), County Hall, $.E.1, and returnable by 
December 20 (9080) 
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Public Health—contd. 
CITY OF LEICESTER 
SENIOR MEDICAL OFFICER FOR 


MATERNITY AND CHILD WEIFARE 
Applications are invited for the above post from 


registered medica practitioners with special 
perience in maternity and child welfare work ; 
senior qualifications will be an assct Whitley 
Medical Councit Committee “C" conditions of 
service and salary scale, £1,520-£1.955 per 
annum The appoinsment may be terminated by 
three months’ notice It iw subjlect to the pro- 


visions of the Local Government Superannuation 
Acts, 1937 to 1953, the successful candidate being 
required to pass a medical examination The 
‘ f apnointed will be under the control of the 
Medical Officer of Health. and will be required to 
carry out such dutics as may be assigned to him 
her Apolications, giving the names of three 
referees, should be sent to the undersigned—from 
application forms and further particulars 
may be obtained—on or before December 14, 


1957.—-E. K. Macdonald, Medical Officer of Health 
City Health Department, ta, Grey Friars, Leic: ster 
(8987) 


NORTHUMBERLAND COUNTY COUNCHIE 

Applications are invited from registered medical 
practitioners for the appoin*ment of 

ASSISTANT COUNTY MEDICAL OFFICER 
to undertake duties primarily connected with 
maternal and child welfare. Salary scale £1,050 by 
£50 to £1,200 by £55 two £1,475 Previous cxperi 
ence may be taken into consideration in determin- 
ing the commencing salary Travelling and sub- 
sistence allowances, when applicable, wil! be paid 
in accordance with the Council's scale The 
appointment is subject to superannuation and will 
be determinable by three months’ notice on cither 
side The successful candidate will be required to 
pass a medica! cxamination Applicants must hold 
a driving licence. Mileage allowance will be paid. 
or a car provided. Forms of application. and any 
further particulars required, may be obtained from 
the County Medical Officer, County Hall, Newcastle 
upon Tyne. |, and must be returned not later than 
December 6, 1957 (9116) 


BRITISH MEDICAL JOURNAL 


OVERSEA (Vacant) 


ASSISTANT WANTED, GENERAL PRACTICE 
and anaesthetic experience, with vew. in gencral 
practice in Canada. Protestant. Salary $400 per 
month Reply. with photograph and particulars, 
to Box 1191, B.MJ 


Nov. 23, 1957 


CANADIAN TEACHING HOSPITAL or 
Queen's University offers approved rotating intern- 
shins for 12 months commencing July |. 1958 
V gorous intern training programme. Opportunities 
for further appointments to more senior clinica 
posts and to research fellowships Honorarium 
$100 per month, p'us full residen‘ial emolumen’s 
Anply Superintendent, Kingston General Hospita 
Kingston, Ontario. (9021) 


SWISS PHARMACEUTICAL COMPANY 
of international repute 


invites applications from medica! men with 
literary ability for a permanent and pension- 
able appointment to the staff of the English 
Section of their 


MEDICAL INFORMATION 
DEPARTMENT 


in Basie, Switveriand. This job demands 
a wide knowledge of all aspects of medico- 
literary work and prefe-ence will be given 
to candidates with full- or part-time 
experience of medical editing and journal- 
ism An M.D. ofr MRCP. is desirable, 
but mot essental, providing the candidate 
is reasonably familiar with contemporary 
medical Practice and literature An 
appreciation of the problems of the phar- 
maceutical industry would also be an 
advantage Ability to speak German or 
French would be useful The work is 
varied and interesting and will bring the 
successful applicant into contact with the 
pharmacological and clinical research 
departments Starting salary will be 
between Swiss Francs 15.000 and 20,000, 
depending on experience and qualifications 
(Income tax is considerably lower than in 
the U.K.) Apptications, which will be 
treated in strict confidence, shou'd give full 
details. A short list of applicants will be 
invited for interview in London in the first 
instance.-Box 959. B.MJ 


COMMERCIAL APPOINTMENTS 


PFIZER LTD. HAS VACANCY IN MEDICAI 
DEPARTMENT for Medica! Practitioner. aged 
about W years The duties include arranging 
clinical trials with the Company's products, dealing 
with medical queries and general professional 
advisory work The successful apolicant must be 
prepared to trave! A non-contributory pension 
scheme is in oncration Initial salary £1.500 to 


£1,750, depending on experience and qualifications 
Apply, with full detai’s, to Personne! Officer 
(Reference E 6605), 137/139, Sandgate Road 
Folkestone (8941) 


INDUSTRIAL APPOINTMENTS 


Attention ts drawn to the BMLA. scale of 
remuneration for Industrial Medical Officers (as 
revised by the Anneal Representative Meeting, 
1957), which is avalable on request from the 
Secretary. 


APPLICATIONS ARE INVITED FROM PHYSI- 
CIANS interested in a permanent career as Medical 
Copywriter wth a commercial organization of the 
highest standing. located in London Applicants 
must have picasing personality and proven talent 
for the preparation of promotional literature 
scientific brochures, etc Initial remuneration wil! 
be not less than £1,750 per annum, with ample 
scope for advancement Applications, which will 
be treated in strict confidence, should contain full 
details of age. education and prior experience 
Box 1201. BMJ 


NAVY, ARMY AND AIR FORCE INSTITUTES 


Applications are invited from general practi- 
tioners in the undernoted towns for the appoint- 
ment in & Part-time capacity as 
MEDICAL OFFICERS 
to this Corporation Successful applicants would 
be required to examine and report on the conditions 
of employees of the Corporation who may be re- 
ferred to them from time to time Fees for this 
work will be paid on a scale agreed with the British 
Medical Association Applications, giving details 
ot qua'ifications and experience, should be sent to 


the Chef Medical Officer, Navy. Army and Air 
Force Institutes. Kennington Lane, London, S.E.11. 
not later than November 30, 1957. The towns for 


which applications are invited are : 
AYR 


STIRLING ROSYTH 
LANARK PERTH 
FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 


The following appointment as Appointed Factory 
Doctor is vacent: Cannock, in the County of 
Staflord Applications, which should be received 
mot later than December 7, 1957, should be sent to 
Chief Inspector of Factories, 19, St. James's Square, 
London, §.W.! (9138) 


KOREA. DOCTOR (FEMALE) 
with paediatric experience ; age preferably between 
26-40. Contract one year, renewabc. Salary £1,000 
per annum Maintenance, equipment allowances 
and fares paid One month's holiday per year 
Duties in Pusan, Korea App'y Foreign Relic 
Secretary, Save the Children Fund, 12, Upper 
Beigrave Street, $.W.1. Telephone SLOane 9171 

(7914) 


REQUIRED 


NEWFOUNDLAND. SIX MEDICAL OFFICERS 
required for general practice and hospital duties 
under Department of Health. Salaries range 7-12,000 
dollars per annum. Details from Medical Practices 
Advisory Bureau, B.M.A., Tavistock Square, W.C.1. 
(Agents.) 


SHIP'S SURGEON REQUIRED FOR CABLE 
SHIP based overseas. Commission 18 months with 
opu0en extension Salary £1,200 plus Overscas 
Allowance £180 per annum Paid leave at rate of 
S$ days per month served overseas. Maximum agc 
35 Apply, in writing, Staff Manager, Cable and 


Wireless Ltd.. Mercury House, Theobaids Road, 
London, W.C.1 (9140) 
CATHOLIC MISSION HOSPITALS. VACAN.- 
CIES in East and West Africa and India.—Apply 
Secretary, Damien Society, 47, Fitzwilliam Square, 
Dublin (71380) 


BOSTON, MASSACHUSETTS, U.S.A. 


FELLOWSHIP AND RESIDENCY IN 
PATHOLOGY 

Available July 1 and September 1, 1958, for fully 
registered practitioner and graduate of approved 
medical school in a new hospital for the treatment 
of cancer, neurology, and other chronic discases 
Associated with a large State Tumour Diagnostic 
Service (12,000 specimens per year) A.M 

approved Full-time staff of three physicians 
active im research and medical student teaching 
Affiliated with Harvard Medical School, Boston 
University School of Medicine, and Tufts Univer- 
sty School of Medicine Salary $3,146 per year 
Apply, by airmail, to Chief of Clinical Laboratories, 


Lemuel Shattuck Hospital, 170, Morton Street, 
Boston 30. Massachusetts. U.S.A (8174) 
ELLIS HOSPITAL, SCHENECTADY, NEW 
YORK, UNITED STATES, a general acute hos- 


pital containing 358 adult beds and $0 bassincts, 
has vacancies for Rotating Internships beginning 
July 1, 1958. Ellis Hospital is affiliated with Albany 
Medical Coilege and is fully accredited by the Joint 
Commission on Accreditation of Hospitals. Each 
training programme is approved by the Council 
on Education of the American Medical Association. 
Appointments are made on the Exchange Visitor 
Programme or on Immigrant Visas. The stipend 
for this position is $1,500 per annum, plus full 
maintenance Direct letters of inquiry to George 
William Graham, M.D., Director, Ellis Hospital, 
Schenectady, 8, New York, United States. (8700) 


GENERAL PRACTICE RESIDENTS AND RO- 
TATING INTERNS; 225-bed eecncral hospital 
Washington. suburb near U.S. Naval Medica 
Center and National Institutes of Health Res) 
dencies $175.00-$225 Internships $100.00 
$:50.00 per month, plus full moeintenance an! 
laundry of uniforms, Apply Suburban Hosonita!l 
Bethesda, Maryland (9041 


GOVERNMENT OF SARAWAK 


SPFCIALIST ALIFNIST 
required to take charge of 200 bed mental hoxpita 
and supervise training of subordinate staff in 
men‘al hospital work Candidates must possess 
qualifications regis*rable in Unted Kinedom and 
D.P.M., and have had pos*eraduate hospital exncri 
ence Appointment as follows: (a) from Nationa 
Health Service with rctemtion of superannuation 
rights (three years in first instance with overa 
maximum of six years) and gratuity (taxable) of 
20% of ageregate salary on comp'ction of engage- 
ment. Basic salary £2,128 per annum. In addition 
inducement pay of £336 per annum is payable plus 
education allowance of £140 per annum for up to 
two children between ages of $ and 17 educated 
outside Sarawak, and a chi'd allowance of 7)% 
of basic salary (maximum £140 per annum) for 
married officers with dependent children under 
age 17: or (b) on contract for three years in first 
instance with gratuity (taxable) of £308 per annum 
Salary. inducement pay and allowances as above 
Partially furnished quarters, when availab'e. at low 
rental. Free passages for officer, wife and up to 
three children under 18 years. Income tax at local 


rates. Application forms from Director of Recruit- 
ment, Colonial Office, London, S.W.1 (quoting 
BCD 117 /24/08) (9151) 


GOVERNMENT OF SINGAPORE 
(a) SENIOR REGISTRAR (Pathology 


required for pathological duties in Singapore 
General Hospital, a teaching horpital. 


ANAESTHETIST 
required to administer anaesthetics in Government 
hospitals and instruct junior medical officers, intern 
house physicians and medical! students in technique 
and practice of anaesthetics 

Applications invited from doctors with qualifica- 
tions registrab'e in United Kingdom Diploma in 
Clinical Pathology or acceptable equivalent desir- 
abe for (a) and F.F.A., plus at least six years’ 
post-registration experience, including three in 
anaesthetics. required tor (b) 

Appoin*ment on contract for three years’ resident 
service Salary scate £1.540 to £1,988 a year. plus 
expatriation pay of £350 a year and temnorary 
variable allowance of £210 a year for single officers, 
£392 for marred officers without dependent child- 


ren, and £539 to £560 a year for officers with 
dependent children Gratuity (axab'e) payable 
after compiction of contract from £370 to £450 
for each year, depending on sa’ary Specia! 


arrangements can be made for candidate from the 
National Health Service who wishes to retain 
superannuation rights Salary dependent upon 
years of experience 

European children do well in Singapore up to 
age of about 6. and schools are avai'able. Income 
tax at local rates. Government quar’ess with heavy 
furniture rentable if available or allowance in licu 
Free passages for officer, wife and children under 
10 years, not exceeding five persons in all. Generous 
leave. 

Application forms from Director of Recruitment 
Colonial Office, London, S.W.1 (quoting PCD 
117/25 /016) (9152) 


NEW SOUTH WALES DIVISION OF MENTAL 
HYGIENE 


SUPERINTENDENT OF RECEPTION HOUSE 
Sydney, New South Wales 

Applications are invited from medical practitioners 
eligible for registration in New South Wales and 
in possession of a recognized Dip'oma in Psycho- 
logical Medicine, or equivalent qualifications, for 
the above position The unit, situated in the 
centre of Sydney, has an admission rate of 3.500 
per annum, of whom some 2.000 are certified and 
transferred to mental hospitals New carly treat- 
ment centres are in course of erection which will 
provide full treatment tacilities. The successful 
applicant will be eligible for promotion to these 
and other mental hospitals as vacancies occur. A 
residence with three bedrooms is available. The 
presemt salary is £A.2,740 per annum for experi- 
enced applicants. Dr. Donald Fraser, the New 
South Wales Inspector General of Mental Hospitals. 
will personally interview applicants for this and 
other posts as Psychiatrisss in London until 
December 12, 1957. Requests for interview should 
be addressed to the Agent General for New South 
Wales, $6, Strand, London, W.C.2 (Tel. TRAfalgar 
7477). (9148) 


Nov. 23. 1957 


Oversea (Vacant)—contd. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 
Keaya 


MEDICAL OFFICERS 


with qualifications registrable in United Kingdom 
required for general duties. Successful candidates 
may be posted to any station in Kenya. During 
earlier years of service an officer will be expected 
to carry out general medica) and surgical duties. 
including varying amount of public health adminis- 
tration. In most stations, even if remote from the 
larger towns, it is possible to maintain interest in 
any particular branch of medicine or surgery to 
which the officer is attracted. The work of every 
medical officer is based on a hospital, which may 
vary in size and facilities from smal! district hos- 
pital, mecting needs of comparatively primitive 
community, to large and modern provincial hos- 
pital. Appointments can be made on permanent 
basis with pension (non-contributory), or on short- 
term contract with gratuity (taxable) payable on 
satisfactory compiction of service. Salary ranges 
from £1.284 to £2,115 a year, starting point 
determined by experience. Four extra incremen's 
given to successful candidates possesiing the 
FRCS. D.P.H., or other approved 
higher qualifications. Permanent Med cal Officers 
can be members of Her Majesty's Overseas Civil 
Service and are cligible to be considered at any 
time for promotion to super-scale posts in Kenya 
and other territories in medical administration or, 
if they possess higher qualification and suitabic 
experience, in specialist posts Quarters, when 
available, at rental varying from £30 to £78 a year, 
according to size and type, and furniture at rate 
varying from £15 to £36 a year. Free passages in 
both directions for officer and wife and up to cost 
of one adult fare for children. Taxation at local 
rates. Annual! local leave permissible and generous 
home leave granted after cach tour of from 24 to 
45S months. Educational facilities available. Appli- 
cation forms from Director of Recruitment, 
Colonia! Office, Great Smith Street, London, S.W.1 
(quoting BCD 117/7/02). (9028) 


INTERNS, ROTATION THROUGH OBSTETRICS, 
Medicine, Paediatrics and Surgery in a 12-month 
broad teaching programme Applications desired 
from graduate medical doctors, giving full details 
in first letter. Please apply to the Superintendent, 
Bethesda Hospital, Cincinnati 6, Ohio, U.S.A. 
$210 per monh stipend, access to inexpensive 
meals, we furnish laundry. uniforms, room, hos- 
Pitalization, and will advance passage one way 
(7621) 


MODERN 3560 BED GENERAL HOSPITAL HAS 
a vacancy on intern staff. Training programme in 
effect. Applicants will be considered for immediate 
acceptance, and also for future appointments 
Uniform, room, meals, laundry supptied. in addition 
to $100 per month Reply to W. A. Holland. 
Super ntendent, Oshawa General Hospital, Oshawa, 
Ontario, Canada (8540A) 


NORTHLAND POSPITAL BOARD 
New Zealand 


PART TIME MEDICAL SUPERINTENDENT 
RAWENE HOSPITAL, AND DIRECTOR 
HOKIANGA SPECIAL AREA MEDICAL 

SERVICE 
Applications are invited from qualified medical 
ractition rs for the above combined position. A 
free house is avai'ab'e. The present salary payable 
ws in the range of £2.140 to £2,240 Travelling 
expenses are also payable. Some surgical experi- 
ence is desirable. Conditions of appointment avail- 
able from the High Commissioner, New Zealand 

House, London, or the undersigned, with whom 

applications c'ose on December 30, 1957.—The 

Secre‘ary, Northland Hospital Board, P.O. Box 

403, Whangarei, New Zealand. (9137) 


PAEDIATRIC RESIDENCY, AVAILABLE JANU- 
ARY 1, 1958. Inquiries are invited. Minimum salary 
$2.340 per annum, plus full residential emoluments 
Apply to Dr. Jules Kicin, Director, Department of 
Paediatrics. c/o Registrar, Medical Education 
Jewish Hospita| Association, Cincinnati 29, 

(8416) 


PAEDIATRIC RESIDENT WANTED, HAMIL- 
TON GENERAL HOSPITAL, Hamilton, Ontario, 
Canada. Approved training, Full maintenance 
Remuneration $250 monthly. (9022) 


RADIOLOGY RESIDENCY AVAILABLE JULY 1, 
1958 Board approved for three years of training. 
Two full-time certified Radiologists. 345-bed gencra! 
hospital with varied diagnostic work Active 
programmes of clinical radioisotopology, radium 
therapy. and therapeutic roentgenology emphasizing 
stationary, multiple port, pendulum, rotational and 
convergent techniques. Stipend $225 monthly, plus 
full maintenance Only applicants of approved 
medical schools considered. Address inquiries to 
Administrator, St. Mary's Hospital, Waterbury, 
Connecticut, U.S.A. (8172) 


BRITISH MEDICAL JOURNAL 


THE GOVERNMENT OF QATAR IN THE 
Persian Gulf has two vacancies in the State Medical 
Department for: 1. General Surgeon who must bold 
the F.R.C S. 2, Ophtha'mologist, Salary: in the 
Scale Rs.3,500 per Arabic month (equivalem to 
£3,150 Per annum) rising to Rs.4,100 per Arabic 
month. Contract offered is for § years. subject to 
six months’ probationary period. Gratuity paid on 
compiction of contract. Leave: Six days for each 
month of duty. Free accommodation. fuel, light, 
water. No income tax. For further details please 
apply in writing only to: C. Tennant Sons & Co., 
Ltd.. 4, Copthall Avenue, London, E.C.2 (9141) 


THE OTAGO HOSPITAL BOARD 
Dunedin, New Zealand 


Applications are invited for the position of 
DIAGNOSTIC RADIOLOGIST 
: Otage Hospital Board 
Applicants must hold a dearce in medicine of an 
approved university and possess a higher qua’ifica- 
tion in the specialty. The salary payable will be 
that of a Junior or Senior Specialist under the 
Hospital Employment Regulations, viz.: £1,640 to 
£2.340 per annum. The commencing salary will be 
decermined in accordance with the qualifications 
and experience of the appointee. The position is a 
full-time and non-resident one. Travelling expenses 
as sct out in the Conditions of Appointment will 
be paid when a Contract of Service is signed 
Conditions of appointment and application forms 
may be obtained from the office of this jourral or 
from the office of the High Commissioner for New 
Zealand, 415, The S‘rand, London. Applications, 
Stating age, qualifications and experience, together 
with testimonials, health and radiological certifi- 
cates. will be received by the undersigned until 
10 o'clock am. on Monday, February 3, 1958.- 
W. A. Williamson, Sccretary, Otago Hospital 
Board, P.O. Box 946, Dunedin, N.Z (9106) 


U.S.A.—WILSON MEMORIAL HOSPITAL 


Hospital approved by the Committee on Medical 
Education of the American Medica! Association and 
Joint Commission on Accreditation of Hospitals for 
intern and resdent training offers positions as 
interns and residents in Modicine, Surgery, Pacdia- 
trics, Obstetrics and Gynaecology, X-ray and Path- 
ology, commencing July 1, 1958. Stipend, including 
lodging. uniforms and laundry, for interns $200.00 
per mon'h; residents $225.0@ per month (mini- 
mum). Exchange Visitor Programme Number P-II- 
854. Arrangements for passage possible. For details 
apply Director, Wilson Memorial Hospital, Johnson 
City, New York. (8298) 


VACANCIES EXIST FOR APPOINTMENTS AS 
Resident and Assistant Resident in Services of 
Radiology, Paediatrics, and Obs. /Gyn. in 800-bed 
gencral hospital. All services very active. Stipend 
of $200 per month for Ass stant Resident ; $250 for 
Residents Full maintenance provided Apply 
Superintendent, Regina Genera! Hospital, Regina 
Saskatchewan, Canada. (8699) 
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WANTED, WELL-TRAINED RADIOLOGIST 
qualified in both diagnosis and therapy. for work 
in hospital in Stephenville, Texas. U.S.A. Salary 
$600 to $800 per month, depending on qualifica 
tions. Contract for one or two years. Advance for 
transportation if qualifications and recommenda 
tions satisfactory Applicant must have Bachelor 
of Medicine degree and must be recem g-aduate 
Duties would consist of directing hospital and clinic 
x-ray department, teaching techn cians, and he!ping 
in the field of genera! medicine Excellent oppor- 
tunity to spend one or two years in America and 
be carning good wagcs at the same time (9023) 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


ROYAL COLLEGE OF PHYSICIANS 
SALTWELL RESEARCH FUND 


Applications are invited for a 
SALTWELL RESEARCH FELLOWSHIP 


value £1,300 a year, with superannuation arrange- 
ments. The Fellowship is for a period of one year, 
renewable up to a total period of three years, 
Under the terms of the Fund the Fellow appointed 
must engage in research work of any type, including 
Clinical, epidemiological or laboratory studies in 
connection with cancer, rheumatism, malaria or 
morbid conditions of the prostate gland Applica- 
tions, accompanied by the names of two referees, 
should state details of the proposed work, under 
whom it is proposed to undertake the work, and 
the name of the institution where the work is to 
take place. A gram for reasonable expenses may 
be paid to the institution concerned Further 
details may be ob ained from the Secretary of the 
Trustees, the Assistant Registrar, Royal College 
of Physicians, Pall Mall East, London, S.\W.1, by 
whom applications for a Fellowship must be 
received not later than February 24, 1958 (9077) 


THE UNIVERSITY OF MANCHESTER 


Applications are invited for the post of 
RESEARCH ASSISTANT 


in the Department of Bacteriology. The successfui 
candidate will be required to assist in a programme 
of work on immunochemistry The appointment 
wil be made for one year in the first instance 
and preference will be given to candidates with a 
postgraduate degree and suitable experience in 
biochemistry and microbiology Salary on the 
range £700 to £750 per annum. Applicat'ons should 
be sent, not later than December 14, 1957, to the 
Registrar, the University. Manchester, 13, from 
whom further particulars and forms of application 
may be obtained (9027) 


IMPERIAL CANCER 


the right to fill the post by invitation. 


The Fund has laboratories at Mill 


laboratories and will be responsible for 


of profitable directions which future 


appointment may be obtained, by the 3 


Royal College of Surgeons of England, 
Lincoln’s Inn Fields, 
London, W.C.2. 


(Amended Advertisement) 


The Council invite application for the post of Director of the Research | 
Laboratories of the Fund in Lincoln's Inn Fields and at Mill Hill. 


The Council's choice will not necessarily be limited to those with a 
medical quali cation or to those making formal application, and they reserve 


| laboratory block next to the Royal College oi Surgeons in Lincoln's Inn 
Fields, London. The Director will take a major part in the planning of these 


The Director's salary will be in the range £4,000 to £6,000 p.a. with 
appropriate children’s allowances and membership of the F.S.S.U. 


Applications, of which thirty copies are requested, should include an 
outline of the applicant’s previous experience in cancer research and his ideas 


should reach the Secretary, from whom further particulars and terms of 


RESEARCH FUND | 


Hill and is about to erect a modern 


both groups of laboratories. 


cancer research should take. They 
Ist December, 1957. 


KENNEDY CASSELS, 
Secretary. 
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University and Research 
Appointments, etc.—contd. 
THE UNIVERSITY OF MANCHESTER 


Applications for the post of 

LECTURER IN OCCUPATIONAL HEALTH 
are invited from registered medical practitioners 
Candidates should have had practical experience of 
industrial medicine or of research Duties will 
include medical work in industry Salary not less 
than £1,750 per annum, with membership of the 
FSS.U. and Children’s Allowance Scheme Appli 
cations should be sent not later than December 14, 
1957, to the Registrar, the University, Manchester, 
13. from whom further particulars and forms of 
application may be obtained (9050) 


PERSONAL 
CHRISTMAS CARDS THAT ARE DIFFERENT! 


Original wood engravings and colour prints, etc 
The Cocklands Press. Burford, Oxford Approval! 
post free U.K Prices from 2)d. to Is. Sd. Over- 


printing a speciality 


OLD MEDICAL BOOKS. PICTURES, MANL- 
SCRIPT NOTEBOOKS, Letters, etc. wanted by a 
Box 1159. BMJ 


collector 


SLEEPER PINS, FOR FRESHLY PIFRCED 
cars Designed for safety Made for precision in 
9 ct. gold Price with postage Ms.—K. Corbett, 
First Floor, 21. South Moulton Street, W.1 Hyde 
Park 5905 


THE DISEASE OF TOBACCO SMOKING AND 
ITS CURE, by Dr. Lennox Johnston. 4s. 6d. from 
all booksellers Christopher Johnson Publishers 
Limited 


MEETINGS 


NAPT SYMPOSIUM ON CARDIAC PROBLEMS 
FOR GENERAL PHYSICIANS. Chairman. K 
Shirley Smith, B.Sc F.R.C.P Friday 
December 6, 3.30 to 6.30, Great Hall, B.M.A 
House, W.C.1 Tickets, including afternoon tea 
and sherry. ten shillings Details from NAPT 
Tavistock House North, W.C.1 (9002) 


EDUCATIONAL AND LECTURES 


THE M.R.C.P. (LONDON) WILL NO LONGER 
be your failing if you take our new correspondence 
Write 


course it heips with the clinical, too 

J. Arnold, 189, Regent Street, W.i. 

POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1943- 
1956: M_R.C P.Lond., 231; F.R.C.S.Eng., Primary, 
190: F.R.C.S.Ene., Final, 293: M. and D.Obst 
R.CO.G., 3448; D.A., 276; D.C.H., 198; Univer- 
sity and Conjoint Finals, 749, Up-to-date courses 
for the M.D.Lond.. M.R.C.P_Edin., F.R.C.S.Edin., 
DPH. F.P.A. DPM. DO. DIE, 
D.T.M.&H Assistance with M.D. Thesis.  Pras- 
pectus, list of tutors, etc.. on application to G. E 
Oates, M.D., M.R.C.PALond.), University Exami- 
nation Postal Institution, 17. Red Lion Square, 
London, W.C.1. ‘Phone HOLborn 6313. 
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FACULTY ANAESTHETISTS 


ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


The Frederic Hewitt Lecture will be delivered 
by Dr M Nosworthy, F.F.A.R.C.S., on 
Pseudo-Science and Modern Anaesthesia ™ at 4 
p.m. on Thursday, December S, 1957. Medical 
practitioners, dental surgcons and advanced students 
are cligible to attend (9093) 
MEDICAL CORRESPONDENCE COLLEGE, 19, 
Welbeck Strect, London, W.1, provides COACH- 


ING for all Medical Examinations. D.A., F.F.A 
DPM. DO. DLO, DCH D.M.R.D 
MRCP... F.R.CS. M.D. Thesis and all 
qualifying exams by a staff of highly qualified 
Tutors, Honoursmen, and Gold Medallists. Com- 
plete Guide to Medical Examinations sent free on 
application Applicants should state in which 
qualification they are interested 


THE ROYAL LONDON HOMOEOPATHIC 
HOSPITAL 
Great Ormond Street and Queen Square, 
Loadoa, W.C.1 


Courses of instruction in the principles and 
practice of homocopathy for medical practitioners 
and senior students of medicine 

WINTER COURSE 

These lectures, which commence on Monday, 
January 6, at 4 p.m., are given under the auspices 
of the Homoeopathic Research and Educational 
Trust, and deal with the subjects required for 
examination for the Diploma of the Faculty of 
Homocopathy Fee for registered medical practi- 
tioners, £10 10s. per session Medical students 
admitted without charge 

Full particulars can be obtained on application 
to the Dean of the Education Course at the 
hospital (9049) 


UNIVE RSITY OF LONDON 


Physiological Factors in 
Eez” will be delivered by 
Professor G. Mayer (Bordeaux) at 5 p.m. on 
November 28 at St. Mary’s Hospital Medical 
School (Wright-Fleming Institute Lecture Theatre) 
Norfolk Place, Paddington, W.2. Admission 
free, without ticket.—James Henderson, Academic 
Registrar (9.05) 


A lecture entitied 


implantation of the 


PHARMACISTS, DIETITIANS, 


DISPENSERS, NURSES, ETC. 
AVAILABLE 
S.R.N., C.M.B. (Hv, E.N.T. certs.) desires post 
London area Nurse /Receptionist. Good references 


No typing.—Friend, 51, Baldock Street, Ware, 
Herts 
Theatre Sister (Bart's trained), shorthand-typist, 


requires post, London.—Box 1198, B.M.J. 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 
AVAILABLE 
Experienced capable Secretary requires evening 
and jor week-end work. Some neurological experi- 

ence..-WELbeck 2878 evenings 

Position as Housekeeper or Caretaker required 
by lady with grown-up daughter (at work). Abie 
to take complete charge and undertake light recep- 
tionist duties. —Box 1199, 

Receptionist, educated woman secks position 
Medical/Dental, London, N.W., W. preferred. 
Box 1182, B.MJ 


INSTITUTE OF UROLOGY 


IN ASSOCIATION WITH ST. PETER’S, ST. PAUL'S AND ST. PHILIP'S HOSPITALS 


WEEK-END COURSE ON 


**RECENT ADVANCES IN UROLOGY ” December 6-8, 1957 
Date Time Title Lecturer Place 
Fri., 8-9 p.m Lecture, The Use of the Artificial Mr. R. SHACKMAN .. Institute of Urology 
Dec. 6 Kidney 
Sat., 10 a.m Operating Session a St. Paul’s Hospital 
Dec.7 2-3 p.m Lecture, Cysts of the Kidneys Mr. J. D. Ferousson Institute of Urology 
3.30 p.m Lecture, Transurethral Operations Mr. T. L. CHAPMAN Institute of Urology 
to 4.30 p.m. 
Sun., 10 a.m. Lecture, Metabolic Bone Disease Mr. A. R. HARRISON Institute of Urology 
Dec. 8 toll a.m. 
11.3% a.m. Lecture, Hydronephrosisand Mega- Mr. G. F. MURNAGHAN Institute of Urology 
to 12.30 p.m ureters 
2-3 p.m Lecture, Carcinoma of the Bladder Mr. D. M. WALLACE Institute of Urology 


3.30 p.m 
to 4 p.m 
Fee for the course, 5 guineas. 
Covent Garden, W.C.2 


Lecture, Treatment of Tuberculo- 
sis of the Genito-Urinary Tract 
Applications to the Secretary, Institute of Urology, 10, Henrietta Street, 


Ma. H. G. HANLEY Institute of Urology 


* Modern Surgical Techniques—details will be published later. 
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without medical 
The Conduit Street 

W.1. GRO 7080 


. Typists, ete., with or 
terminology No fees to staff 
Bureau, 4. Conduit Street, 


theses © 


Doctors requiring opied | 
98, Victoria 


ations, 

write to Manton (Westminster) Ltd 
Street, S.W.1 (Victoria 0141), who are specialists 

Duplicating-Typing by experts. Express service. 
Moderate charges.—Conduit Street Bureau. 4 
Conduit Street, W.1. GRO 7080 

Typewriting and Duplicating. First-class work. 
Electric typewriters Moderate.—-Sybil Rang, 2! 
Heath Street, N.W.2. HAM 5329/0504 


HOUSES AND PROPERTY 


of opening up practice is NOT 
ied by the appearance of an advertisement! 
under this heading. 


As Nursing Home, Institution, School, Private 
Occupation or for conversion. High on the Oxford 
shire Chilterns Specially built for a children’s 
home and affording lecture or dining halls, two 
main dormitories with attachments, 6 single rooms. 
3 bathrooms, ample cloak rooms. Complete central 
heating. In half an acre Detached residence of 
8 rooms. kitchen and 2 bathrooms, with garage 
outbuildings, garden and orchard about 1! acres 
For sale as a whole or in two low. Full particulars 
Simmons & Sons, Henley-on-Thames (Tel. 2) 


ACCOMMODATION 
(Coavalescence, Holidays, etc.) 
AVAILABLE 
BELSIZE PARK.—LUXURY FLAT, 2 MINUTES 
station. Modern block. ‘S-year lease. Four large 
rooms, kitchen, bath. 2 w.cs, central heating 
constant hot water, balcony. Rent £470 per annum 
inclusive Furniture and fittings, etc.. for sale.— 


Box 1202, B.MJ 

PRIVATE HOUSE HAS GOOD ROOMS AND 
g00d cooking to offer single gentleman or possibly 
a couple.—Barbour, Bankhead, Broxton, Chester 
Tel. Broxton 206 

WANTED 
DENTAL SURGEON WITH WELL-ESTAB- 
LISHED industrial practice urgently requires com- 
pletely separate self-contained premises near central 
London, owing to near-expiration of present lease 
Box 1200, B.MJ 

REGISTRAR, WIFE AND CHILD REQUIRE 
furnished accommodation within reasonable distance 
London, W.C.1.—Box 1173, B.MJ. 


MOTOR CARS, HIRE, ETC. 


Daimler. One-O-Four Saloon, October, 1956. 
Black with pig-skin upholstery. One owner. Radio, 
heater, seat covers. 8.000 miles only. Immaculate 
£1,750.—Reagal Garage Limited, 814, Old Kent 
Road, S E.1S. NEW Cross 4966 

MISCELLANEOUS 


CAMBRIDGE SUITCASE PORTABLE ELECTRO- 
CARDIOGRAPH, spare fibre, 3 cassettes, recent 
maker's overhaul, £150.—Box 1157, B.MJ 
COLLWILL VENOUS OCCLUSION MACHINE 
for sale, first-class condition.—"Phone GERard 7135 
or PRimrose 2366 
SALE. X-RAY DIAGNOSTIC APPARATUS 
(hand tilt table), cassettes, grids, etc.—Dr. March. 
Scarborough Hospital. Yorks 


BRONZE NAME PI "ATES WITH CREAM 
enamel lettering. Send size and lettering for estim- 
ate.—Osborne, 117, Gower Street, London, W.C.! 
BRONZE NAMEPLATES. SEND SIZE AND 
lettering for free proof.—Abbey Craftsmen, Abbey 


Works, 109a, Old Street, London, E.C.1 Tel 
CLE 3845 

DAVIS, OF PORT STREET, PICCADILLY. 
Manchester. | For fine Furniture at Manufacturers” 
prices Walk round our three large Showrooms. 


which are open daily until 6 p.m., Wednesdays and 
Saturdays included. We are stockists of al] the 
latest designs of Furniture, Carpets, Mattresses, 
Divans, etc. 10-year guarantee. Special cash dis- 
count and credit terms to members of the Medical 


— No other introduction required, Tel 
IN 0638 

MICROSCOPES IMMEDIATELY AVAILABLE 

from stock. Largest selection of all types. Terms 


if required —Wallace Heaton Ltd., 127, New Bond 


Street, W.1. 


NURSING HOMES 


ST. GEORGE'S NURSING HOME 
61, St. George's Square, Westminster, S.W.1 
For the treatment of Medical Emergencies and 
the Neuroses 
Apply 
TAT 304 


Miss Teresa Clark, SRN. Tel 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


To economize in paper, bookkeeping entries, and avoid delay. please send payment with the advertisement 


. Advertisement Director, 
“ British Medical Journal,” 
B.M.A. House, Tavisto k Square, London, W.C.1. 
Members should include the word “ MEMBEI.™ underneath the ir eso, 
Every effort will be made to include ** Hospital "' and ‘* Small * 
comming provided than seach thie aot loter than Arat poet tn FRIDAY of the 
week preceding date of issue. 
Cancellation of advertisements cannot be accepted if received after 4 p.m. on the Monday prior 
to date of issue (issues affected by public holidays excepted). 
DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


its in the forth- 


APPOINTMENTS 
HOSPITALS 
PUmIC pent Minimum charge £1 16s. for 4 lines (display ‘rules 

counting as lines). 9%. a line thereafter. 

UNIVERSITY, “AND 


RESEA Box number address forms part of the advertise 
INDUSTRIAL , ment and counts at 6 words (1 line). An additional 
ert = ga AND Is. is charged to cover box fee and addressing and 
SCHOLARSHIPS AND postage of replies. 
STUDENTSHIPS 
NURSING HOMES 


PRACTICES (Exec. Councils) J 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
for Nervous and Mental Disorders 


President: The Sarl Spencer. Medical Supt 
Thomas Tennent, M.D., F.R.C D.P M. 


This Registered Hospital is situated in 130 acres of 
park and pleasure grounds. Voluntary ca! icnta who 
are suffer) w from incipient memal disorders or who 
wish to provemt recurrent attacks of meritul trouble. 
temporary patients and certitied patients of both 
Sexes are received for treatment. Careful clinical, 
biochemical, bacteriological and pathological exam- 
inations. Private rooms with special nurses, male or 
female, in hospital or in one of the numerous villas 
in grounds of the various branches can be provided. 


MOULTON PARK.—Two miles from the main 
hospital there are several branch establishmentm 
and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit and vegetables are supplied to the 
hospital from the farm, gardens and orchards of 
Moulton Park. Occupational therapy is q feature 
of this branch and patients are given every facility 
for occupying themselves in farming, gardening and 
fruit-growing 


WANTAGE HOUSE.—This is a Reception Hoxp)tal 
in detached grounds with a separate entrance to 
which patients can be admitted. It is equipped with 
all the appacatus for the complete investigation and 
treatment of Mental and Nervous Disorders by the 
most modern methods; insulin treatment is avail- 
able for suitable cases. There is an (Operating 
Theatre, a Dental Surgery, an X-ray Room, an 
Ultre-Violet apparatus, and a department for Dia- 


PRACTICES ) thermy and High-frequency treatment. It 
also con- 
ASSES ama addr and pat gical research. treat- 
words > (minimum charge) | words ment is employed rapeu rea 
PRIVATE BARGAINS 3is. Ws. BRYN-Y-NEUADD HALL.—The seaside house of 
lor use of members only) Additional words: 6s. for each 6, or lous St. Andrew's Hospital is beautifully situated in a 
park of 330 acres at Lianfairfechan amidst the 
DIETITIANS NON-MEMBERS—PER INSERTION finest scenery in North Wales. On the North-West 
NURSES With Box No. With name and address side of the Estate a mile of sea-coust forms the 
HOUSEKEEBPERS 12 words 23s. 6d. (min. charge) 18 words 22. 6d. (min. charge) boundary. Patients may visit this branch for a 
RECEPTIONISTS short seaside change or for longet periods. The 
SEC.-TYPISTS is 3, 6d. bens = 6d. hospital has its own private bathing house on the 
MOTOR CARS Additional words: 7s. 6d. for each 6, or less seashore, There is trout-fishing in the park. 
MISCELLANEOUS At all the wae of the hospital there are cricket 
hockey grounds, lawn tennis 
PERSONAL courts (grass hard courts), croquet grounds, 
NOTICES golf courses and bowling greens. Ladies and 
MEETINGS PER INSERTION gentiomen have their own gardens, and facilities 
COM IME RCIAL-APPTS. With Box No. li With game en address are provided for handicrafts such as carpentry, etc. 
12 words 37s. (minimum charge) 1 (minimum charge) For terms and further pafticulars apply to the 
CRUISES AND TOURS 18, 49s. Medical Superintendent (Telephone No. North- 
MOTOR CARS (TRADE) “4 . Gls. | 30 ampton 4354 (3 lines) ), who can be scen in London 
MISCELLANEOUS Additional words: 12s. for each of less by appointment. 
(Convalescence, Holidays, etc.) | PER INSERTION Psychiatric Nursing Home, 235-7, Ballards Lanc. 
CONSULTING ROOM With Box No. With name and address N.3. Tel. : FiNchicy 5283. Resident Med. Director, 
HOUSES, ETC. 12 words 2s. (minimum charge) | 18 words 27s. (minimumcharge) | Dr. R. M. Riggail, Mem. Brit. Psycho-Analytical 
NURSING HOMES FOR SALE Bs, | 36s. Society. Deep insulin coma unit, psychotherapy, etc. 
NG A Additional words; 9s. for each 6, or SPRINGFIELD HOU near BEDFORD 
DUPLICATING 
"Phone: Bedford 3417 
DISPENSERS PER INSERTION For Mental Cases (includifig the aged). Fees 
NURSES With Box No. With name and address from ten guineas per week. For terms of admis- 
HOUSEKEEPERS seeking 12 words 13s. (minimum charge) 18 words 12s. (minimum charge) sion. etc., apply to the Resident Physician, Cedric 
RECEPTIONISTS posts 1s ,, 1s. 4 6 «©: As. W. Bower. Interviews in London by appointment. 
SEC.-TYPISTS | 3 Ws. 


Additiona! words: 4s. for each 6, or less 
SEMI-DISPLAYED ADVERTISEMENTS are charged £7 per single column inch and pro rata. 


AIR MAIL. 
nal headings 


MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be 
The minimum cost is 3s. per week, which covers up to three separate headings : ee 
Is. each. Please state type of vacancy and remit to the Advertisement Director, B.M.J 


advertisements appearing in the Journal. Nori 


effort is made to ensure the accuracy ecommendation 
pied b Association reserves the right to refuse or interrupt the insertion 


and the British Medic 


is impl 
of any advertisement 


REPLIES TO BOX NUMBERS. ond of advertiotes mater hee 
by us in strict confidence and cannot be disclosed. y. Two or 
more replies can be 1 in one , addressed to the Advertisement Di They wil! be 
forwarded to the advertisers in plain envelopes.” 


Advertisement Director, British Medical Journal, B.M.A. House, London, W.C.1. 
Telephone: Buaston 4499. Telegrams. Britmedads. W London. 


HOMES 
CHISWICK HOUSE, PINNER, MIDDLESEX 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE (GaTiey 2231) 
Telephone : Pinter 234 


Private Registered Meatal Hospital 
A Private Nursing Home for patients suffering 


from all forms of Nervous and Psychological Medica] Superintendent : 
iiness. Forty-four patients of both sexes. A W. V. Wadsworth, B.Sc. M.B., M.R.C.P., D.P.M. 


certain sumber of ecideriy patients received. All 
: This excellently appointed hospital receives ail 


modern forms of treatment. Psychotherapy, 
clectroplexy, modificd insulin, etc. Two country types of patients who are suffering from psycho- 
logical and senile illness. The most ——_ 


houses in adjoining grounds of 5 and 6 acres 
respectively. 12 miles north-west of London psychiatric treatments are available 
geriatric units for mild senile paticnw. 


Frequent trains from Baker to 
One quartet of a mile from Pinner tion. pply 
DPM seaside brauch of Royal. 


to the Medical Director, Douglas Macaulay, M.D., 


WOODSIDE NURSING HOME 
Combe Down, Bath. Tel.: Combe Down 3227. 
Medical, Chronic and borderline cases received. 
Trained nurses, day and night. Moderate fees. 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 
Doctors seeking information about openings in 
the various ficids of medical practice. or imtroduc- 
tions as locums, assistants or pafiners, are invited 
to address inquiries to the Medical or, 
Medical Practices Advisory Bureau, at 
Howse, 


The services of the Medical Practices Advisory 
Bureau ate free © members of the Associction. 


AGENTS 
PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
25, Maiden Strand, W.C.2. Telephone: 
TEMple Bar 9011. Night: Walton-on-Thames 1785 
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ly 

33, Cross Street, Manchester. Telephone 

number: Desasgate 3691. 
7, Drumsheogh Gardens, Edinburgh, 3. Tele 
phoae number: Caledonian 7184. 

234, St. Vincent Street, Giasgow, C.2. Tele- 

phone number: Central 5636. 
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Bronchitis or Asthma ? 


Regular administration of Franol through the winter will usually keep 
the chronic bronchitic patient free from acute attacks. 

In bronchial asthma Franol is well known as a valuable prophylactic. 
Both the number and severity of attacks are reduced and the patient's 
continual fear that an attack may occur at any moment is allayed 

and his confidence restored. 

Franol, which is a combination of a bronchodilator, an antispasmodic 
and a sedative, is well tolerated by both adults and children. 


Medical literature is available on request. 


Fr anol relieves bronchospasm 


The basic N.H.S. cost of one week's treatment (2 to 3 tabs. p.d.) 9}d to 1/2}d. 
Tablets : Ephedrine gr. 0.15, theophylline gr. 2, Luminal gr. §. In botties of 100, 250, 500 and 1000 and tins of 5,000. (S.4). 


Bayer Products Limited, 
Neville House, Kingston-on-Thames, Surrey. 
Associated exporting company: Winthrop Products Ltd. 
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